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ABSTRACT

The Remembrance of Things Past: Does Self-Report Moderate the Impact of Childhood Sexual
Abuse on Long-Term Psychiatric Consequences?
by
Christina N. Massey, M.A.

Advisor: Cathy Spatz Widom, Ph.D., Distinguished Professor

Research has shown that the relationship between childhood sexual abuse (CSA) and
psychiatric symptoms is quite varied, with some victims experiencing severe and lasting
symptoms and others appearing well-adjusted. Disclosure of childhood sexual abuse has been
associated with reduced psychiatric symptoms. Thus, the current study sought to examine the
potential moderating effects of disclosure. It was hypothesized that disclosure of childhood
maltreatment would be associated with fewer symptoms of depression, anxiety, PTSD, and
alcohol- and drug-related disorders and that this relationship between disclosure and psychiatric
symptoms would remain consistent over time. In addition, it was hypothesized that the
moderating effects of disclosure would be strongest for individuals who were sexually abused
compared to those who were physically abused or neglected. Sex differences were also
examined. Data was from a prospective cohorts design study in which children with documented
cases of abuse or neglect were matched with non-abused and non-neglected children on the basis
of age, sex, race, and family social class at the time of maltreatment and followed up into
adulthood (N = 1,196). Disclosures were operationalized through self-reports of childhood
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maltreatment. Both self-reports of maltreatment and psychiatric symptoms were assessed
through standardized self-report measures at several different points in time throughout early to
middle adulthood. Results indicated that disclosure did not moderate the relationship between
childhood maltreatment and later psychiatric outcomes. In contrast to the hypotheses, disclosure
of CSA was significantly associated with increased psychiatric symptoms, depression and PTSD
in particular. There was also a great deal of variability across time regarding disclosures, and
females were more likely to disclose compared to males. Numerous differences were found
when effects of CSA were compared to those of childhood physical abuse and neglect, but
disclosure of all three types of childhood maltreatment increased risk for symptoms of
depression and PTSD throughout early and middle adulthood. In most cases, the effect of
disclosure remained even after controlling for official records of abuse or neglect, suggesting that
disclosing childhood maltreatment may have a stronger and more consistent effect on
development of psychiatric symptoms throughout adulthood compared to official records alone.
Both methodological and clinical implications of the results are discussed, with a particular focus
on 1) encouraging future work that incorporates both official records and self-reports of CSA,
and 2) the benefits of teasing apart the precise role of disclosure in psychotherapeutic treatments
of individuals with histories of childhood maltreatment.
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The Remembrance of Things Past: Does Self-Report Moderate the Impact of Childhood
Sexual Abuse on Long-Term Psychiatric Consequences?
Research has consistently shown that childhood abuse and neglect is associated with
symptoms of psychiatric disorders and poorer physical health (e.g., Calam, Horne, Glasgow, &
Cox, 1998; Finkelhor, 1990; Molnar, Buka, Kessler, 2001). The majority of studies focusing on
short-term and long-term outcomes of childhood maltreatment has looked at childhood sexual
abuse (CSA) specifically, and several studies have found evidence that CSA is associated with
difficulty sleeping, depression, anxiety, suicide attempts (Calam et al., 1998), substance abuse
and dependence (Calam et al., 1998; Widom, Weiler, & Cottler, 1999), unexplained pain
symptoms and somatization (McBeth, Macfarlane, Benjamin, Morris, & Silman, 2001; Raphael,
Widom, & Lange, 2002), and criminal activity and antisocial behavioral problems (Widom,
1989). These outcomes are not consistent; some studies report little improvement over time in
individuals who experience psychiatric symptoms (e.g., Calam et al., 1998), whereas other
studies suggest that symptoms begin improving within months after the abuse is disclosed
(Finkelhor, 1990). Furthermore, the majority of studies find that a certain proportion of
individuals who were abused in childhood are asymptomatic and seemingly well-adjusted
(Finkelhor, 1990; Finkelhor & Browne, 1985; McNally, Bryant, & Ehlers, 2003; Rind,
Tromovitch, & Bauserman, 1998). This apparent inconsistency indicates that the experience of
abuse varies widely and that not everyone develops symptoms of emotional or behavioral
disturbance following victimization.
Recent research investigating the process of disclosure among victims of CSA has also
found that the level of maladjustment may differ depending on whether the victim has disclosed
the abuse (Ullman, 2002). Studies differ in the current age of the victim and the length of time
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that has lapsed between both the abuse event and disclosure and also disclosure and
measurement of emotional functioning; however, results suggest that disclosure in childhood
may be associated with a greater number of trauma symptoms. For example, in one large-scale
study assessing 299 children who were being evaluated as a result of recent allegations of sexual
abuse, the results indicated that disclosure was associated with more symptoms of psychological
distress as measured by a trauma symptom checklist (Elliott & Briere, 1994). In this study,
abuse was confirmed if physical evidence was found upon medical evaluation, and disclosure
was defined as the child admitting that some type of abuse had occurred during the course of an
interview conducted for the research study. Abused children who did not self-report the abuse
(i.e., non-disclosers) endorsed the least number of trauma symptoms, fewer even than nonabused children (Elliot & Briere, 1994). There is also evidence to suggest that disclosures may
lead to increased contact with clinical and legal professionals, which, in turn, would result in
more interviews where the child victims are asked about various aspects of the abuse. While this
repeated interviewing and questioning may likely lead to the cessation of abuse and
recommendations for mental health services, it may also be associated, at least temporarily, with
increased distress (Berliner & Conte, 1995; Henry, 1997). Furthermore, the possibility exists
that trauma sequelae are driving the child’s willingness to disclose rather than vice versa; more
symptomatic children may be more likely to disclose in an effort to obtain treatment and
symptom relief.
On the other hand, when victims are assessed in adulthood after considerable time has
passed between the abuse incident and evaluation of functioning, results indicate that disclosure
is related to fewer mental health difficulties (Ullman, 2002). Specifically, in a study involving
244 women with self-reported histories of CSA, results indicated that those who had previously
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disclosed the abuse to someone prior to participation in the research study were more likely to
endorse fewer symptoms of intrusive thoughts and avoidance behaviors on a measure of current
posttraumatic stress disorder (PTSD) symptoms (Arata, 1998). Similarly, Ullman and Filipas
(2005) asked a large sample (n = 733) of male and female college students to answer questions
about possible abuse experienced before age 14 in addition to details of their disclosures if they
had previously disclosed. Results indicated that longer delays in disclosure from the time the
abuse occurred were associated with a higher severity of current PTSD symptoms, suggesting
that delaying disclosure may contribute to later maladjustment (Ullman & Filipas, 2005);
however, this association was found only for the female participants and not the males. In a later
investigation of the disclosure process using the same sample, results further indicated that
victims who self-reported familial perpetrators also endorsed a more severe level of PTSD
symptoms if they delayed disclosure (Ullman, 2007).
Even though these studies with adult victims suggest that disclosure is associated with
better current mental health, whereas studies with children and adolescent victims indicate that
disclosure is associated with poorer current mental health, there are several methodological
complications that should be mentioned. For example, there are numerous definitions of
disclosure used throughout the literature that vary widely. Some studies with adults tend to
define disclosure in terms of an individual disclosing to a loved one or professonal outside the
context of a research study (e.g., Arata, 1998; Ullman& Filipas, 2005; Ullman, 2007). In a
review of the disclosure literature, Ullman (2002) chose to define disclosure very broadly, i.e., as
the first instance during which an individual told another person, regardless of type of setting,
voluntary nature of disclosure, or whether the individual was prompted at all to speak about
abuse experiences. It is likely that these situational factors, such as setting and nature of
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disclosure, have an effect on the individual’s perception of how beneficial or harmful the act of
disclosing is and in turn, the psychological sequelae.
Another important methodological concern is the fact that studies examining child
victims tend to corroborate self-reports of abuse with medical evidence or legal confessions (e.g.,
Elliott & Briere, 1994), whereas large-scale interviews with adult victims often lack official
records or any kind of corroboration. Because of this difference in inclusion of corroborating
evidence, it is possible that studies involving child victims include abuse that is of such a serious
degree that it warranted legal and/or medical involvement, and studies involving adult victims
may include a greater proportion of abuse that was less severe. If this is the case, it could be
posited that disclosing severe abuse may, in fact, be associated with greater levels of mental
health problems, whereas disclosure of less severe abuse is instead associated with lower levels
of mental health problems. The lack of corroborating evidence is also concerning due to the fact
that disclosure does not always mean that an abuse incident occurred. Just as individuals who
experienced abuse may choose not to disclose, it is also the case that individuals who were not
abused may self-report such maltreatment. The extent and frequency of these incongruous
accounts is debated, with some contending that they occur quite frequently, especially in the
context of generating false memories in therapy (Lindsay & Read, 1994; Loftus, 1993), and
others claiming that this is a relatively rare phenomenon (Berliner & Williams, 1994).
Regardless of the frequency, several researchers have found what they consider to be low
rates of correlation between documented records and self-reports of abuse-related memories
(e.g., Henry, Moffitt, Caspi, Langely, & Silva, 1994; Widom & Morris, 1997; Widom &
Shepard, 1996; Williams, 1994). For example, it is not unusual to find individuals with official,
documented histories of abuse or neglect, who, as adults, do not consider themselves to be
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victims (e.g., Widom & Morris, 1997; Widom & Shepard, 1996). On the other hand, it is also
now widely recognized that childhood abuse is difficult to detect and that victims often wait
years, even decades, before reporting the abuse (e.g., John Jay College, 2004; Smith et al., 2000),
resulting in numerous cases of childhood abuse that lack official records or other documentation.
Because of the lack of correlation between documented records and self-reports, it may be
difficult to ascertain whether effects found in research looking at psychiatric sequelae of
disclosure are truly due to the disclosure of abuse or if the endorsement of psychiatric symptoms
is possibly due to some other individual factors such as characterological concerns (i.e.,
disclosing for secondary gain) or cognitive processes (i.e., generation of false memory) or some
combination of both.
In terms of more general research that has looked at the effects of disclosing nontraumatic information, cognitive and clinical research suggests that the act of keeping a secret
(i.e., non-disclosure) can result in more intrusive thoughts about the secret (Paine and Hansen,
2002). In the case of CSA, this relationship between non-disclosure and intrusive thoughts
suggests that delaying disclosure could result in more frequent thoughts about the abuse.
Following disclosure, lower rates of intrusive thoughts would suggest lower rates of emotional
distress and maladjustment. For many clinicians treating victims of trauma, this association
between disclosure and diminished levels of emotional distress is an important and integral
factor in psychotherapeutic treatment. Pennebaker and colleagues have conducted numerous
empirical studies investigating the importance of talking about traumatic events. Results have
consistently shown that individuals who openly discuss traumatic events may experience
negative mood and signs of physical stress like elevated blood pressure during and immediately
following disclosure, but that discussion of traumatic events is associated with fewer visits to a
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doctor, healthier immune system functioning, and lower levels of subjective distress in a sixmonth follow-up period (Pennebaker & Beall, 1986; Pennebaker, Kiecolt-Glaser, & Glaser,
1988). Of note, these studies grouped together multiple types of trauma, one of which involved
being sexual abused; therefore, it is not clear how consistent this effect is for CSA specifically.
These findings do at least suggest that the immediate effects of disclosure may be distressing and
unpleasant, but the long-term benefits may include better emotional and physical functioning
(Ullman, 2002). This difference between short-term and long-term effects of disclosure may
also account for why studies have shown that disclosure in childhood is related to increased
symptoms of trauma and emotional distress (i.e., during or immediately following initial
disclosure) but that years later, adults who have disclosed report lower rates of distress.
Interventions specifically geared towards treating victims of CSA also often emphasize
the ability to openly discuss the abuse and details from the relevant abuse event(s), working
under the presumption that disclosure is related to amelioration of trauma symptoms. For
example, Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) has been identified as an
empirically supported treatment for children and adolescent victims of sexual abuse (Silverman,
Ortiz, Viswesvaran, Burns, Kolko, Putnam, & Amaya-Jackson, 2008). TF-CBT is modeled after
standard cognitive behavioral therapy in that it targets distorted and maladaptive cognitions and
core beliefs, but it also includes an abuse-specific component in which the victims are instructed
to write a trauma narrative that clearly describes the abuse incident(s). Victims are then
encouraged to share this narrative with caregivers or other family members who are also
receiving concurrent treatment (including parent-child joint sessions; Cohen & Mannarino,
1996). While there is conflicting evidence to date that the abuse-specific narrative portion is an
empirically effective individual component of TF-CBT specifically (Deblinger, Mannarino,
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Cohen, Runyon, & Steer, 2011), other studies have found that trauma narratives used during the
course of therapy are associated with symptom improvement (Gidron et al., 2002; Foa,
Rothbaum, & Kozak, 1989). Overall, this idea of writing a narrative that is read and shared
repeatedly underscores a general sentiment in the clinical community that disclosure is ultimately
related to better functioning.
Not only may disclosure affect mental health, but there is also evidence to suggest that
the relationship is bidirectional or reciprocal, i.e., an individual’s mood state could also influence
willingness to disclose or the accuracy of disclosures. Current psychiatric symptoms such as
depression and anxiety may render an individual more likely to report inaccurate memories
(Aneshensel, Estrada, Hansell, & Clark, 1987; Brewin, Andrews, & Gotlib, 1993; Briere &
Conte, 1993). Specifically, studies have shown that individuals who are under stress or
endorsing symptoms of depression or anxiety may be more prone to producing false memories
(Payne, Nadel, Allen, Thomas & Jacobs, 2002; Clancy, McNally, Schacter, Lenzenweger, &
Pitman, 2002; Zhu et al., 2010). In terms of recall of traumatic events specifically, White,
Widom, and Chen (2007) found that individuals with current depressive symptoms, drug
problems, and general life dissatisfaction were more likely to self-report childhood physical
abuse, some of which was substantiated with information previously obtained in participants’
childhood and some of which was not. Furthermore, it seems that not only the presence of
depressive symptoms, but also the course of depressive symptoms over time influences the
accuracy of recall (McNally, 2005). Schraedley, Turner, and Gotlib (2002) assessed 1,202
participants at two times, one year apart, on a number of measures, including one for depressive
symptoms and one for trauma experiences. While there was not an item measuring CSA, the
item “Did something happen that scared you so much you thought about it for years after?”
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produced significant results such that individuals who initially reported having that trauma
experience were more likely to deny having that same experience at the second assessment if
their depression symptoms had improved over the course of the year (Schraedley et al., 2002).
However, this effect of depression and psychiatric symptoms in general is not consistent, and
other investigations have not found significant effects of psychiatric symptoms on accuracy of or
willingness to recall (e.g., Fergusson, Horwood, & Woodward, 2000).
While existing research clearly indicates that victims of CSA do sometimes disclose
information regarding the abuse in childhood, the majority of victims of CSA do not disclose
until adulthood, if at all (e.g., London, Bruck, Ceci, & Shuman, 2005; Paine & Hansen, 2002;
Spaccarelli, 1994; Ullman, 2002). Because of this, the majority of studies that currently exist
regarding disclosures are cross-sectional or retrospective, which does not allow for temporal or
causal interpretations. Furthermore, existing studies often differentially examine the possible
effect of disclosure in female-only samples.
The Present Study
In light of these limitations in the literature, the current study sought to examine the
possible moderating effect of disclosure on the association between CSA and later psychological
functioning using data from a large-scale longitudinal study of individuals with documented
histories of childhood maltreatment and matched controls. Use of this sample allowed for
temporal interpretations through measurement of self-reporting and psychological functioning at
several different points in time. It also allowed for comparisons between not only males and
females but also between sexual abuse specifically and other types of childhood maltreatment
(i.e., physical abuse and neglect). There were three major hypotheses:
1. A history of CSA will predict increased symptoms of depression, anxiety, PTSD, and
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alcohol- and drug-related disorders in early adulthood. Based on the disclosure literature in
adults (e.g., Arata, 1998; Ullman & Filipas, 2005; Ullman, 2007), this effect will be moderated
by an individual’s willingness to self-report (i.e., disclose) abuse, that is, individuals who selfreport a history of childhood maltreatment will report fewer psychiatric symptoms compared to
those who do not self-report (see Figure 1). In addition, this moderating effect will be stronger
for individuals with a history of CSA compared to those with histories of physical abuse or
neglect and controls.
2. There will be consistency in child abuse reports and psychiatric symptoms over time:
A. Individuals who self-report childhood maltreatment at one point in time will be more
likely to self-report childhood maltreatment at a second time. This relationship will be the same
for the different types of childhood abuse and neglect.
B. Individuals who report psychiatric symptoms (depression, anxiety, PTSD, and alcoholand drug-related disorders) at one point in time will be more likely to endorse psychiatric
symptoms at a later point in time (see Figure 2).
C. The moderating effect of self-reporting CSA (see Hypothesis 1) will be consistent over
time, such that individuals who self-report in early adulthood will be more likely to experience
lower levels of psychiatric symptoms (depression, anxiety, PTSD, and alcohol- and drug-related
disorders) at multiple points throughout early- and middle adulthood (see Figure 3 for full
model).
3. Based on the literature suggesting that current psychiatric symptoms affect disclosure,
it is hypothesized that higher rates of current or past psychiatric symptoms will be associated
with higher rates of current and future self-reporting (see Figure 3).
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Method
Sample
Data for the present study was based on a prospective cohorts design study in which
children with documented cases of abuse or neglect from 1967 to 1971 were identified through
court records in a Midwest metropolitan area and matched with non-abused and non-neglected
children on the basis of age, sex, race, and family social class at the time of maltreatment.
Children who were under school age at the time of the maltreatment were matched with children
of the same sex, race, date of birth (within 1 week), and hospital of birth through the use of
county birth records. For children of school age, records of more than 100 elementary schools
for the same time period were used to find matches with children of the same sex, race, date of
birth (within 6 months), same class in same elementary school during the years 1967 through
1971, and home address. Overall, there were matches for 74% of the abused and neglected
children. All incidents of abuse and neglect occurred before the age of 12, and participants were
followed prospectively into adulthood (see Widom [1989] for additional details on study design
and procedure). The resulting total sample (n = 1,575) was 49.3% male, predominantly White
(66.2%), and 57.7% had documented histories of child abuse and/or neglect. Neglect was the
most commonly documented type of maltreatment (80.3%) followed by physical abuse (16.3%)
and sexual abuse (14.2%). Categories of abuse were not mutually exclusive, i.e., a single
participant could have documented histories of multiple types of maltreatment, although this
represented only a small percent of the sample (10.4%).
The current study utilized data from three different in-person interviews that were
conducted during the participants’ early and middle adulthood. Initially, the first wave of this
study involved archival data examining arrest records for participants in early adulthood, average
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age 26. Following this, attempts were made to locate all participants through various name and
social security data base searches. Eighty-three percent of the original sample were located and
76% participated in an in-person interview that involved assessment of psychiatric, cognitive,
intellectual, social, and behavioral functioning that was conducted between 1989 and 1995
(Interview 1, n = 1,196). This process was repeated approximately ten years later, resulting in a
second in-person interview that focused on lifetime trauma experiences, relationships,
physiological stress responsivity, and further assessments of psychiatric and behavioral
functioning (Interview 2, 2000-2002, n = 896). Finally, information was also used from a third
interview that took place between 2003 and 2005 that again assessed psychiatric and behavioral
functioning as well as medical and health status, economic consequences, service utilization, and
the presence of environmental toxins in participants’ homes (Interview 3, n = 808). Table 1
shows the characteristics of the sample at the three different time points involved in this study.
Over all three interviews, the sample is approximately half male and approximately two thirds
White (and one third Black). Mean age at Interview 1 was approximately 29, 40 at Interview 2,
and 41 at Interview 3. Slightly over half of the sample had an official record of childhood abuse
or neglect. There were no significant differences in sex, race, age at initial abuse/neglect
petition, or proportion of individuals who experienced abuse and/or neglect across the three
interviews.
Procedure
During each in-person interview, participants were informed that they would be asked to
answer questions and complete standardized questionnaires. They were told that questions
would be asked about their family, education and occupation history, health, as well as questions
pertaining to their feelings and various experiences throughout their life. The interviews lasted
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approximately two to three hours. Questions were developed to gather a broad range of
information including demographic characteristics, interpersonal functioning, mental health
status, and self-reported lifetime victimization and trauma history. Self-reports of childhood
maltreatment were obtained during Interviews 1 and 2. During Interview 1, the participants were
asked a series of specific questions regarding physical abuse, sexual abuse, and neglect in
childhood, whereas in Interview 2, questions about physical and sexual abuse were asked in the
context of a larger assessment of multiple types of lifetime trauma and victimization experiences.
Both the interviewers and the participants were blind to the purpose of the study, i.e., the
interviewers were unaware of the inclusion of an abused or neglected group and of the
participants’ group membership, and the participants were also unaware of their own group
membership as well as the fact that the study was examining differences between maltreated and
non-maltreated children. When the abused and/or neglected participants and controls from the
original sample were asked to participate in Interview 1, they were all told that they had been
selected to participate as part of a large group of individuals who grew up in a specific area in the
late 1960s and early 1970s. Those who participated signed a consent form acknowledging that
they were participating voluntarily. IRB approval was obtained for the procedures involved in
this study through multiple different institutions and agencies.
Measures
Official reports of childhood abuse and neglect. Childhood abuse and neglect was
assessed through review of official, substantiated records processed during the years 1967-1971.
Cases were taken from family and adult criminal court records from a county in a metropolitan
area in the Midwest where the victim was a child between the ages of 0-11 years. Sexual abuse
cases included fondling or touching, felony sexual assault, sodomy, incest, and rape. Physical
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abuse cases included injuries such as bruises, welts, burns, abrasions, lacerations, wounds, cuts,
bone and skull fractures, and other evidence of physical injury. Neglect cases reflected a
judgment that the parents’ deficiencies in child care were beyond those found acceptable by
community and professional standards at the time. These cases represented extreme failure to
provide adequate food, clothing, shelter, and medical attention to children.
Self-reports of Childhood Sexual Abuse. Four measures were used to assess selfreports of CSA during Interview 1, all of which were developed from previous work by
Finkelhor (1979), Lewis (1985, as cited in Finkelhor, 1986), and Russell (1983) and are
described in Widom and Morris (1997) (see Table 2 for a summary of all relevant measures used
at each Interview). An attempt was made to create questions that were not leading in any way
and could be properly administered by lay interviewers. For the first measure (“Any sex before
age 12”), participants were given a list of overtly sexual behaviors and were asked if any of these
had occurred before finishing elementary school (6th grade), which would correspond to age 11
and younger. Possible behaviors ranged from “an invitation or request to do something sexual”
to “another person fondling you in a sexual way” or “intercourse.” As a follow-up to this list of
behaviors, a second question was asked (“Considered sex abuse”) to determine whether the
participants considered any of the endorsed behaviors to have been sexual abuse. This question
served as the second indicator of self-reported CSA.
The third measure (“Sex with older person”) was based on the work of Finkelhor (1979,
1986) that defined sex abuse as having any kind of sexual experience with someone who is
several years older. For this measure, participants were asked whether they had ever had a
sexual experience before the age of 12 with a person who was at least 10 years older when the
incident took place. Finally, the fourth measure (“Sex against will”) required the participants to
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state whether “anyone has ever bothered you sexually or tried to have sex with you against your
will.” If answered in the affirmative, participants were then asked to specify the age at which
this happened. Consistent with the other self-report measures, participants were only considered
to have histories of CSA if they stated that this unwanted sexual behavior occurred prior to
turning 12 years old. A participant was classified as having a self-report of CSA if any of these
four measures was endorsed. In psychometric analyses comparing adult recollections of earlier
CSA with documented cases of CSA, good discriminant validity and predictive power was found
for these self-report measures (Widom & Morris, 1997).
To assess self-reports of CSA approximately 10 years later during Interview 2, three
items from the Lifetime Trauma and Victimization History questionnaire (Widom, Dutton,
Czaja, & DuMont, 2005) were used. The instrument contains 30 items in total and was designed
as a structured interview to assess “serious events that may have happened to you during your
lifetime” (Widom et al., 2005). As reported by the authors, the instrument is comprehensive and
easy to comprehend, and has shown adequate predictive, criterion-related, and convergent
validity with other reports of trauma events (Widom et al., 2005). The range of events spans
seven different categories: general traumas, physical assault/abuse, sexual assault/abuse,
family/friend murdered or suicide, witnessed trauma to someone else, crime victimization, and
kidnapped or stalked. If the participant endorses any trauma or victimization incident, follow-up
questions are posed that inquire about the number of times the incident occurred, the relationship
to the perpetrator, and the age at which the event last occurred. Items pertaining to sexual abuse
included, “Were you ever forced or coerced into unwanted sexual activity,” “Did someone ever
attempt to force you into unwanted sexual activity,” and “Did someone ever touch your private
parts or make you touch theirs against your wishes.” If any of these items were endorsed by a
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participant, and the follow-up question revealed that the event had happened before age 12, the
participant was considered to have a self-reported history of CSA.
Self-Reports of Childhood Physical Abuse. Two measures were used to assess
retrospective self-reports of childhood physical abuse during Interview 1: the Conflict Tactics
Scale (CTS) and the Self-Report of Childhood Abuse Physical (SRCAP). The CTS was
developed by Straus (1979) to assess the amount and severity of family violence, and it consists
of five subscales: Reasoning, Verbal Aggression, Minor Violence, Severe Violence, and Very
Severe Violence. Physical abuse is captured by the Very Severe Violence (VSV) scale, which
includes the following items: "kick, bite, or hit you with a fist," "beat you up," "burn or scald
you," "threaten you with a knife or gun," or "use a knife or gun." For the current study, CTS
items were introduced to the participants by asking them to consider "things that your parents or
the people in your family might have done when they had a disagreement with you when you
were growing up, that is, up to the time you finished elementary school." This age limit was
imposed to ensure that the time period was consistent with official information about the abuse
experience (i.e., prior to age 12). Possible response categories ranged from “never” to “once,”
“twice,” “sometimes,” “frequently,” and “most of the time.” A dichotomous variable was
created with “never” versus “ever.” A participant was identified as having self-reported
childhood physical abuse if he or she received an “ever” score.
A second self-report measure of childhood physical abuse (SRCAP) was designed for the
purposes of Interview 1. The SRCAP reflects the person's response to the following six items
and the question about whether anyone had ever: (a) "beat or really hurt you by hitting you with
a bare hand or fist"; (b) "beat or hit you with something hard like a stick or baseball bat"; (c)
"injured you with a knife, shot you with a gun, or used another weapon against you"; (d) "hurt
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you badly enough so that you needed a doctor or other medical treatment"; (e) "physically
injured you so that you were admitted to a hospital”; and (e) "beat you when you didn't deserve
it." A dichotomous variable was created to indicate whether the person reported having had any
of these childhood experiences or none. In psychometric analyses comparing adult recollections
of earlier childhood victimization with documented cases of physical abuse, good discriminant
validity was found for these two self-report measures of childhood physical abuse (CTS:VSV
and SRCAP; Widom & Shepard, 1996).
In Interview 2, self-reports of childhood physical abuse were collected as part of the
LTVH (see full description above). Items pertaining to physical abuse included, “Were you ever
struck, kicked, beaten, punched, slapped around or otherwise physically harmed as a child?” and
“Were you ever physically abused as a child?” If either of these items was endorsed, and the
follow-up question revealed that the event had happened before age 12, the participant was
considered to have a self-reported history of childhood physical abuse.
Self-Reports of Neglect. To assess childhood neglect, participants were asked three
questions during Interview 1: (a) “Were there ever times when you were a young child that a
neighbor fed you or cared for you because your parents didn’t get around to shopping for food or
cooking, or when neighbors or relatives kept you overnight because no one was taking care of
you at home?” (b) “When you were a young child, did anyone ever say that you weren’t being
given enough to eat, or kept clean enough, or that you weren’t getting enough medical care when
it was needed?” and (c) “When you were a very young child, did your parents ever leave you
home alone while they were out shopping or doing something else?” If the participant responded
“yes” to any of these questions and the age at which the neglect occurred was determined to be
prior to 12 years old, they were considered to be self-reporting childhood neglect.
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Lifetime Diagnoses of PTSD, Depression, and Anxiety. The Diagnostic Interview
Schedule-III-R (DIS-III-R; Robins, Helzer, Cottler, and Goldring, 1989), a structured interview
schedule designed to be administered by lay interviewers, was used to assess psychiatric
diagnoses during Interview 1. One week of training was required for the interviewers, followed
by a full interview with a volunteer from the community that was observed by a member of the
research team. Dichotomous lifetime diagnoses (0 = no diagnosis, 1 = diagnosis) as well as
continuous symptom counts were assessed for current or remitted Major Depressive Disorder
(MDD), Generalized Anxiety Disorder (GAD), PTSD, Alcohol Use Disorder, and Drug Use
Disorder. The DIS-III-R has been previously used with community samples and has shown
satisfactory reliability and validity (Leaf & McEvoy, 1991).
Current Depression. The DIS-III-R was used to assess current diagnoses of Major
Depressive Disorder during Interview 1 (see above for full description), resulting in a
dichotomous variable (0=does not meet criteria, 1=meets criteria). For Interviews 2 and 3, the
Center for Epidemiological Studies Depression Scale (CES-D; Radloff, 1977) was used. The
CES-D was developed as a brief self-report measurement of depression symptoms for
community samples in the general population. The instrument has 20 items and for each item,
respondents report how many times they have experienced the particular symptom within the
past two weeks on a scale from zero (“none of the time”) to three (“all of the time”).
Dichotomous categorization (moderate to severe depression versus mild or minimal depression
using the suggested published cut-off scores as specified by Radloff [1997] and others, e.g.,
Beekman, Deeg, Van Limbeek, Braam, De Vries, & Van Tilburg [1997]) was used as an
indicator of current depression. The measure has been extensively used in both general and
clinical populations, and has shown adequate reliability and an internal consistency estimate of
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0.85 and above (Hann, Winter, & Jacobsen, 1999; Radloff, 1977).
Current Anxiety. The DIS-III-R was used to assess current diagnoses of Generalized
Anxiety Disorder during Interview 1 (see above for full description), resulting in a dichotomous
variable (0=does not meet criteria, 1=meets criteria). For Interviews 2 and 3, the Beck Anxiety
Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988) was used. The BAI is a brief self-report
instrument designed to assess the severity of anxiety symptoms within the past four weeks. The
scale is composed of 21 items, and respondents rate the degree to which they have been affected
by each symptom on a scale from zero (“not at all”) to three (“severely – I could barely stand
it”). Dichotomous categorization (moderate to severe anxiety versus mild to minimal anxiety
using the suggested published cut-off scores as specified by Beck et al., 1998) was used as an
indicator of current anxiety. The instrument has shown very high internal consistency,
satisfactory test-retest reliability, convergent validity with other measures of anxiety, and
discriminant validity with measures of depression (Fydrich, Dowdall, & Chambless, 1992).
Current Posttraumatic Stress Disorder. The DIS-III-R was used to assess current
diagnoses of PTSD during Interview 1 (see above for full description), resulting in a
dichotomous variable (0=does not meet criteria, 1=meets criteria). For Interview 2, the
Composite International Diagnostic Interview version 2.1 (CIDI; World Health Organization,
1997) was used to assess current symptoms of PTSD resulting from either a childhood event or
an event that occurred in adulthood. This is a structured interview designed to be administered
by lay interviewers to assess symptoms of mental disorders as defined by both the American
Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM) and the
World Health Organization’s International Classification of Disease (ICD) criteria. There are 20
items pertaining to PTSD symptoms, the first 17 of which are yes/no questions inquiring about
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the presence or absence of specific re-experiencing, avoidance, or hyperarousal symptoms. The
presence of a PTSD diagnosis (i.e., dichotomous variable) was used as an indicator of current
PTSD symptoms. The instrument has been used widely in both clinical and research settings and
is considered to be a satisfactory cross-cultural measure as well. Psychometric research has
reported that CIDI diagnoses correlate significantly with independent clinical diagnoses (Kessler
& Üstün, 2004).
Current Alcohol- and Drug-Related Disorders. Substance abuse was assessed during
Interview 1 with the alcohol and drug abuse and dependence modules from the DIS-III-R
(Robins et al., 1989) to provide diagnoses based on DSM-III-R criteria (American Psychiatric
Association, 1987; see above for more extensive description of the DIS-III-R). Dichotomous
categorizations (0 = does not meet diagnostic criteria, 1 = meets full diagnostic criteria) were
used as indicators of alcohol- and drug-related disorders during Interview 1.
For Interviews 2 and 3, problems associated with both alcohol use and drug use were
measured via the Rutgers Alcohol Problem Index (RAPI; White & Labouvie, 1989), which was
adapted to assess drug use as well as alcohol use. Responses yielded a continuous total score.
The content and format of these items are consistent with those used in clinical assessments to
evaluate substance use histories and to obtain abuse or dependence diagnoses (Craig, 1993). The
RAPI items have also been used to construct scores comparable to those found in DSM-IV
diagnostic criteria (Muthén, Grant, & Hasin, 1993; Woody, Cottler, & Cacciola, 1993). Items
from the Rutgers Health and Human Development Project (Pandina, Labouvive, & White, 1984)
were also adapted to create a measure of illicit drug use. For each drug (marijuana, cocaine,
heroin, and psychedelics), participants were asked to indicate how frequently they used the drug
in the last 30 days, with response options ranging from one (“didn’t use”) to 10 (“more than once
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a day”). The most common illicit drugs included marijuana, cocaine, heroin, and psychedelics,
although information was collected on other substances as well as misuse of prescription drugs.
Analyses
Basic descriptive statistics were used to summarize the variables of interest and to
determine rates of self-reporting. Frequencies and percentages were presented for all categorical
variables and mean and standard deviation statistics were presented for all continuous variables.
Rates of self-reporting during Interviews 1 and 2 were presented, and chi-square analyses were
used to determine if these rates of self-reporting differed among individuals with specific types
of documented childhood abuse and neglect and between males and females. Phi and Cramer’s
V statistics were used as measures of effect size for chi-squares.
The current study’s hypotheses emphasize the relationship between self-reporting and
concurrent experience of psychiatric symptoms; therefore, while lifetime diagnoses were
available for Interview 1 and analyzed, the results for these are not presented in detail. Similarly,
because information about current psychiatric status was only available in the context of a
current diagnosis (a dichotomous variable) at Interview 1 (i.e., meets criteria for the disorder
versus does not meet criteria), dichotomous variables were also examined at Interviews 2 and 3
for the sake of consistency. However, for alcohol and drug disorder symptoms, while
dichotomous variables were available at Interviews 2 and 3 to measure the volume of use (e.g.,
drank at least 60 drinks in the last 30 days for alcohol), the continuous measure of problems
associated with alcohol and drug use behavior (RAPI) was considered a more clinically
meaningful measure of alcohol and drug use disorder symptoms. Both current and previous
diagnostic criteria as defined by various versions of the DSM focus more on problems associated
with use rather than volume of use, presumably at least partly because individual tolerance levels
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can differ substantially. As a result, despite the fact that alcohol and drug disorders were defined
categorically at Interview 1, the continuous measure of problems associated with alcohol and
drug use was used at Interviews 2 and 3 to maximize the clinical utility of the findings.
In order to evaluate each hypothesis, structural equation modeling (SEM) was used to
assess the overall models presented in Figures 1, 2, and 3, including a factor analysis to
determine whether the combination of depression, anxiety, PTSD, and alcohol- and drug-related
disorder symptoms constituted a latent variable for each interview. Unfortunately, the models
did not evidence good fit and individual paths had to be examined through a combination of chisquare analyses and logistic regressions for dichotomous outcomes and Poisson regressions for
continuous outcomes, both controlling for age, sex, and race. A Poisson distribution was chosen
because the continuous symptom counts were significantly skewed and unable to be corrected
through traditional transformations.
Because the basic constructs and diagnostic criteria of psychiatric disorders have changed
over time following multiple revisions of the DSM, assessment tools for the presence of
psychiatric symptoms have also changed over time to reflect the latest, updated diagnostic
criteria. In order to control for the fact that different measures were sometimes used to assess the
same construct/disorder at different interviews, a separate analysis was run using just the
common psychiatric symptoms that overlap between different measures of a given disorder to
examine whether any significant differences were specific to a particular set of diagnostic criteria
(e.g., an earlier version of an assessment tool versus a later measure) or if the effect could
generalize to the broader construct (i.e., across multiple assessment tools).
Furthermore, because research has consistently shown sex differences in the prevalence
of psychiatric symptoms (e.g., Kessler et al., 2005; Piccinelli & Wilkinson, 2000; Tolin & Foa,
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2006) and basic descriptive statistics indicated that there were significant differences between
males and females in the current sample, all analyses were run again separately for males and
females. IBM SPSS Statistics version 22 was used for basic descriptive and inferential statistics,
and Mplus version 7.0 was used for SEM analyses.
Results
Self-Reporting of Childhood Sexual Abuse
In terms of self-reporting, approximately one quarter of participants self-reported CSA at
Interview 1 (24.5%, see Table 3) with significantly more females reporting (35.1%) compared to
males (14.5%), χ2(1, N = 1174) = 68.28, p < .001. Of those with official records of CSA, over
half also self-reported CSA at Interview 1 (54.2%), whereas only 15.2% of controls self-reported
CSA at Interview 1, χ2(1, N = 604) = 74.13, p < .001. In addition, when looking at males and
females separately, almost two thirds of females with an official record of CSA self-reported
CSA at Interview 1 (63.2%), whereas the majority of males with an official record of CSA did
not self-report the abuse at Interview 1 (20.0% self-reported CSA). Rates of self-reporting CSA
at Interview 2 were almost identical to those at Interview 1, with over half of individuals with
official records of CSA self-reporting (55.2%) and 13.9% of controls self-reporting CSA. As
with Interview 1, females were significantly more likely to self-report compared to males, χ2(1,
N = 892) = 55.91, p < .001. Among males with an official record of CSA, 36.4% self-reported
CSA at Interview 2 compared to 58.9% of females with official records of CSA who selfreported.
Compared to self-reports of CSA, at Interview 1, self-reports of physical abuse were far
more common among both males and females, with approximately half of the sample (50.9%)
self-reporting physical abuse regardless of whether they had an official record (see Table 3).
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Rates of self-reporting physical abuse actually decreased during Interview 2, but it remained the
case over both interviews that patterns of self-reporting differed minimally between males and
females. Rates for self-reporting neglect at Interview 1 were less than that of self-reporting
physical abuse but greater than self-reporting CSA, and like physical abuse, patterns of selfreporting neglect were comparable for both males and females.
When taken together, these results indicated that overall, individuals were less likely to
self-report CSA at multiple points in time compared to both physical abuse and neglect.
Furthermore, males in particular were less likely to self-report CSA, even when there was
evidence of CSA from substantiated official records.
Descriptive Statistics for Psychiatric Symptoms
The results indicated that rates of current depression diagnoses at Interview 1 were
relatively low and did not differ significantly between those with official records of CSA
(11.5%) and controls (10.6%, χ2(1, N = 616) = .07, p = .798; see Table 4); however, rates of
current depression diagnoses among those with self-reports of CSA at Interview 1 were much
higher compared to official records (23.9% for self-reporters versus 11.5% for those with official
records), and those who self-reported CSA were significantly more likely to have a diagnoses of
current depression (23.9%) compared to those who did not self-report (9.8%, χ2(1, N = 1174) =
38.10, p < .001). When official records were crossed with self-reports (i.e., four groups created:
1) controls without self-reports, 2) controls with self-reports, 3) official records without selfreports, and 4) official records with self-reports), it was the group with official records and selfreports that showed the greatest rate of depression diagnoses (19.2%), followed closely by
controls with self-reports (16.5%, χ2(3, N = 604) = 9.94, p = .019). Rates among those without
self-reports (both controls and those with official records) did not differ significantly. Of note,
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this pattern was the same for females when they were analyzed separately, but not for males;
while males who self-reported CSA did have a significantly higher rate of diagnosis compared to
those who did not self-report, none of the males with official records of CSA met criteria for
depression at Interview 1.
At Interview 2, rates of moderate to severe (i.e., categorical) depression were much
higher for both males and females compared to rates of diagnoses at Interview 1, and results
indicated that not only was self-reporting associated with significantly higher rates of moderate
to severe symptoms as it was in Interview 1 (χ2(1, N = 890) = 36.13, p < .001), but official
records of CSA were also significantly associated with higher rates of moderate to severe
depression symptoms (χ2(1, N = 462) = 15.74, p < .001), particularly in females (χ2(1, N = 249) =
12.80, p < .001). This latter relationship held for Interview 3 where rates of moderate to severe
depression symptoms were also greater among those with official records compared to controls
(χ2(1, N = 405) = 17.66, p < .001). In general, females had higher rates of depression diagnoses
and/or moderate to severe symptoms compared to males.
As depicted in Table 5, an official record of CSA was not associated with a significant
difference in the proportion of individuals meeting diagnostic criteria for Generalized Anxiety
Disorder at Interview 1, χ2(1, N = 616) = .45, p = .504. However, self-reporting CSA was related
to higher rates of anxiety diagnosis (χ2(1, N = 1174) = 16.07, p < .001), especially for males
(χ2(1, N = 602) = 19.74, p < .001), at Interview 1. At Interview 2, a slightly different pattern
emerged wherein official records did not have a significant effect on the proportion of
individuals meeting the diagnostic criteria for a current anxiety disorder (χ2(1, N = 462) = 2.31, p
= .129), but self-reporting CSA did (χ2(1, N = 892) = 21.28, p < .001), such that individuals with
self-reports were significantly more likely to endorse moderate to severe symptoms of current
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anxiety (20.3%) compared to those who did not self-report (8.8%). While at Interview 1, males
but not females who self-reported CSA had significantly higher rates of anxiety symptoms, at
Interview 2, self-reporting was associated with a higher rate of anxiety in females only (χ2(1, N =
457) = 13.42, p < .001). Of note, at Interview 2, rates of moderate to severe anxiety symptoms
were substantially higher for all individuals, both males and females, than rates of diagnosis at
Interview 1. At Interview 3, individuals with official records of childhood CSA had higher rates
of anxiety (χ2(1, N = 406) = 6.87, p = .009), and this was true for females in particular (χ2(1, N =
225) = 4.53, p = .033), but not for males.
PTSD symptoms were only assessed at Interviews 1 and 2 (see Table 6), and unlike
depression and anxiety, official records of CSA were associated with higher rates of PTSD
diagnoses at Interview 1 (χ2(1, N = 616) = 11.77, p = .001), an effect manifest in increased rates
of PTSD for females (χ2(1, N = 320) = 10.90, p = .001), but not for males (χ2(1, N = 296) = .38, p
= .536). However, self-reporting CSA at Interview 1 was related to significantly higher rates of
PTSD (χ2(1, N = 1174) = 68.40, p < .001) in both males (χ2(1, N = 602) = 12.63, p < .001) and
females (χ2(1, N = 572) = 40.60, p < .001). This was true of PTSD symptoms at Interview 2 as
well. At both Interviews 1 and 2, individuals with self-reports (both controls and those with
official records) had significantly higher rates of PTSD diagnoses or moderate to severe
symptoms of PTSD.
Unlike depression, anxiety, and PTSD, both alcohol and drug use disorders were far less
affected by both official records and self-reporting. As depicted in Table 7, rates of alcohol
disorders were not significantly related to an official history of CSA (χ2(1, N = 616) = 1.64, p =
.201), and only females who self-reported CSA showed a significantly higher rate of alcohol
disorders compared to those who did not self-report (χ2(1, N = 572) = 6.32, p = .012). At
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Interview 2, the mean number of problems related to alcohol use was relatively low, but females
with official records of CSA (Wald Chi-Square = 23.29, df = 1, p < .001) and females with selfreports of CSA (Wald Chi-Square = 51.70, df = 1, p < .001) showed significantly higher mean
number of problems compared to controls and those who did not self-report, respectively. At
Interview 3, official records of CSA were related to significantly more problems associated with
alcohol use (Wald Chi-Square = 13.99, df = 1, p < .001) for both males (Wald Chi-Square =
11.12, df = 1, p = .001) and females (Wald Chi-Square = 9.30, df = 1, p = .002).
Similarly, at Interview 1, neither official records of CSA nor self-reports of CSA had a
significant effect on rates of drug disorder diagnoses (see Table 8). At Interview 2, both official
records of CSA (Wald Chi-Square = 36.75, df = 1, p < .001) and self-reports of CSA (Wald ChiSquare = 42.49, df = 1, p < .001) were associated with increased number of problems associated
with drug use, particularly for females rather than males. At Interview 3, official records of CSA
had a consistent and significant effect on the number of problems associated with drug use for
both males (Wald Chi-Square = 14.22, df = 1, p < .001) and females (Wald Chi-Square = 36.22,
df = 1, p < .001) such that those with official records were more likely to report problems
associated with drug use.
When considering the prevalence of psychiatric symptoms overall, females had higher
rates of depression and PTSD, whereas rates of anxiety were more comparable for both males
and females. Of note, the sample as a whole reported more PTSD symptoms compared to the
other diagnostic categories. Males rather than females showed greater rates of alcohol and drug
diagnoses and problems associated with alcohol or drug use, and alcohol disorders overall were
more common than drug disorders.
In comparison to individuals with histories of childhood physical abuse and neglect, the
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results indicated a number of differences in terms of significant effects of both official records
and self-reporting. In general, the basic pattern of results for the effect of physical abuse and
neglect on symptoms of depression and PTSD was similar to the effect of CSA. Several
differences, however, were seen when comparing the effects of CSA to those of physical abuse
and neglect on anxiety, alcohol, and drug disorders. For anxiety disorders, similar to the effects
of CSA, self-reports of physical abuse and neglect at Interviews 1 and 2 were significantly
related to higher rates of anxiety symptoms; however, unlike the effects of CSA, official records
of both physical abuse and neglect were not associated with higher rates of anxiety disorders in
middle adulthood. Of note, childhood maltreatment of any kind had few effects on alcohol and
drug disorder symptoms at Interview 1. At Interviews 2 and 3, official records (but not selfreports) of neglect were significantly related to problems associated with alcohol use whereas
only self-reports of physical abuse (not official records) were significantly related to problems
with alcohol use. Official records and self-reports of physical abuse and neglect all predicted
more problems associated with drug use at Interviews 2 and 3.
Hypothesis 1: Moderating Effect of Self-Reporting
The first hypothesis was that a history of CSA would predict increased symptoms of
depression, anxiety, PTSD, and alcohol- and drug-related disorders in early adulthood (i.e., at
Interview 1) and that the effect would be moderated by an individual’s self-report of their abuse
or neglect such that individuals who self-reported a history of childhood maltreatment would
report fewer psychiatric symptoms compared to those who did not self-report. In addition, this
moderating effect was hypothesized to be stronger for individuals with a history of CSA
compared to those with histories of physical abuse or neglect and controls.
The results indicated that a history of CSA as defined by official records did not
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significantly predict an increased risk of diagnoses for depression (p = .608; see Table 9; see
Figure 4), anxiety (p = .677; see Table 10; see Figure 5), alcohol disorder (p = 870; see Table 12;
see Figure 7), or drug disorder (p = .671; see Table 13; see Figure 8) at Interview 1. There was a
significant relationship, however, between an official history of CSA and PTSD diagnosis in
early adulthood such that those with an official record of CSA were more likely to be diagnosed
with PTSD at Interview 1 (p = 004; see Table 11; see Figure 6), and in particular, females (p =
.002) rather than males (p = .780).
When comparing the effects of CSA to those of physical abuse and neglect, official
records of physical abuse had a comparable effect on psychiatric diagnoses at Interview 1, but
official records of neglect had a significant effect on diagnoses across all three interviews.
Individuals with official records of neglect were at increased risk for depression (Adjusted Odds
Ratio [AOR] = 1.59, 95% Confidence Interval [CI] = 1.10-2.30, p = 013), anxiety (AOR = 2.49,
95% CI = 1.34-4.61, p = .004), PTSD (AOR = 1.80, 95% CI = 1.26-2.59, p = .001), and drug
disorder diagnoses (AOR = 1.56, 95% CI = 1.03-2.37, p = .037). In contrast, individuals with
official records of physical abuse were only at increased risk of PTSD (AOR = 1.95, 95% CI =
1.09-3.48, p = .025) after controlling for age, sex, and race.
In terms of the effect of self-reporting, individuals who self-reported CSA were more
likely to also meet diagnostic criteria for depression (p < .001; see Table 9; see Figure 4), anxiety
(p < .001; see Table 10; see Figure 5), and PTSD (p < .001; see Table 11; see Figure 6) at
Interview 1. Males who self-reported CSA were at greater risk (p < .001) of meeting the criteria
for an anxiety diagnosis at Interview 1, but not females (p = .165; see Table 10). For depression
and PTSD, both males and females who reported CSA were at increased risk of diagnosis, with
odds ratios for depression (AOR = 2.57) and PTSD (AOR = 3.82; see Tables 9 and 11) for
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females being slightly greater in magnitude than for males (depression AOR = 2.09; PTSD AOR
= 2.72). For an alcohol use disorder, only females who self-reported CSA were at an increased
risk of diagnosis (p = .007; see Table 12; see Figure 7), and there was no significant effect of
self-reporting CSA on diagnosis of a drug disorder (see Table 13; see Figure 8). These analyses
were re-run controlling for official records of CSA to determine if the effect remained consistent
for self-reporting. The results indicated that self-reporting CSA remained significantly
predictive of depression and PTSD for the sample overall (depression: AOR = 2.04, 95% CI =
1.11-3.76, p = .023; PTSD: AOR = 2.76, 95% CI = 1.55-4.91, p = .001) and in women
(depression: AOR = 2.80, 95% CI = 1.40-5.60, p = .004; PTSD: AOR = 2.74, 95% CI = 1.395.38, p = .004), but there was no longer a significant effect for anxiety or alcohol disorders.
As was the case with self-reporting of CSA, self-reporting of both physical abuse and
neglect was also related to significantly higher rates of psychiatric diagnoses. For self-reports of
physical abuse, individuals were more likely to be diagnosed with depression (AOR = 1.90, 95%
CI = 1.33-2.71, p < .001), anxiety (AOR = 3.10, 95% CI = 1.64-5.85, p < .001), PTSD (AOR =
2.71, 95% CI = 1.89-3.87, p < .001), alcohol disorder (AOR = 1.49, 95% CI = 1.13-1.96, p =
004), and/or drug disorder (AOR = 2.05, 95% CI = 1.36-3.09, p = .001). For all but alcohol
disorders, where the effect of self-reporting was only significant for females, these significant
effects held in separate analyses for both males and females. Similarly, self-reports of neglect
were significantly associated with higher rates of depression (AOR = 2.10, 95% CI = 1.47-2.99,
p < .001), anxiety (AOR = 2.28, 95% CI = 1.30-3.97, p = .004), PTSD (AOR = 2.55, 95% CI =
1.81-3.58, p < .001), alcohol disorder in females only (AOR = 1.83, 95% CI = 1.15-2.90, p =
.011), and/or drug disorder (AOR = 1.61, 95% CI = 1.07-2.40, p = 021). Therefore, selfreporting of any kind of child maltreatment (CSA, physical abuse, and neglect) had a consistent
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and significant effect on the risk of depression and PTSD for both males and females. However,
for alcohol and drug disorders, not only was the association between both official records and
self-reporting minimal, the only effects were among the females.
Furthermore, when looking at the adjusted odds ratios, the magnitude of the AORs
indicated that the effect of CSA as defined by official records was stronger for diagnoses of
PTSD compared to physical abuse and neglect (AOR = 2.39 vs. 1.95 and 1.80 respectively).
However, the impact of childhood physical abuse and neglect was stronger than the effect of
CSA on other types of psychiatric disorders as evidenced by consistently greater AORs for
diagnoses of depression, anxiety, alcohol and drug disorders. A more complicated pattern
emerged for self-reports of childhood maltreatment, such that the magnitude of the effect of selfreported CSA was strongest, compared to physical abuse and neglect, for diagnoses of
depression (AOR of 2.50 vs. 1.90 and 2.10 respectively) and PTSD (AOR of 3.46 vs. 2.71 and
2.55 respectively), but self-reported physical abuse had a stronger effect on anxiety compared to
CSA and neglect (AOR of 3.10 vs. 2.84 and 2.28 respectively), alcohol disorder compared to
CSA and neglect (AOR of 1.49 vs. 1.37 and 1.08 respectively), and drug disorder compared to
neglect and CSA (AOR of 2.05 vs. 1.61 and 1.47 respectively).
When looking at the interaction of official records of CSA and self-reporting CSA, the
results did not support the presence of a moderating effect. Logistic regressions were first run in
which official records of CSA and self-reports of CSA were entered separately as main effects
and then as an interaction term controlling for age, sex, and race. For each separate diagnosis at
Interview 1, the interaction term was not significant (depression: p = .999; anxiety: p = .641;
PTSD: p = .447; alcohol: p = .291; drug: p = .459). Not only did the non-significance of this
interaction term argue against moderation, but review of the descriptive statistics and the AORs
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for rates of diagnosis revealed that the effect of self-reporting was opposite to what had been
hypothesized. Instead of self-reporting being associated with fewer reported psychiatric
symptoms, self-reporting was significantly associated with higher rates of diagnoses for
depression, anxiety, and PTSD (see Tables 4, 5, and 6). Even controls without official records of
CSA were more likely to meet diagnostic criteria for these disorders if they had self-reported
CSA. Although there were no significant differences in rates of diagnosis for alcohol and drug
use disorders between those who self-reported CSA and those who did not (see Tables 7 and 8),
the trend was still that those who self-reported had higher rates of diagnoses.
Despite the fact that descriptive statistics and basic inferential statistics (i.e., logistic
regressions) did not support the presence of a moderating effect, the model in Figure 1 was
analyzed with MPlus. First, the model was analyzed as a path analysis with categorical
diagnoses of depression, anxiety, PTSD, alcohol, and drug disorders as separate observed
variables, and then a structural equation model was run with diagnoses of depression, anxiety,
and PTSD combined as a latent variable. The latter was attempted for two reasons: (1)
depression, anxiety, and PTSD are often labeled as internalizing disorders because of what is
considered a common underlying distress and fear component (Eaton et al., 2012) and (2) there
were moderate, significant bivariate correlations among the three disorders [depression and
anxiety: r(1194) = .289, p < .001; depression and PTSD: r(1194) = .289, p < .001; anxiety and
PTSD: r(1194) = .147, p < .001]. Correlations of that magnitude and statistical significance were
not found with alcohol disorders [alcohol and depression: r(1194) = .053, p = .066; alcohol and
anxiety: r(1194) = .040, p = .169; alcohol and PTSD: r(1194) = .105, p < .001] or drug disorders
[drug and depression: r(1194) = .107, p< .001); drug and anxiety: r(1194) = .043, p = .139; drug
and PTSD: r(1194) = .097, p = .001]. These results indicated that depression, anxiety, and PTSD
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did load significantly onto a single latent variable. Even though alcohol and drug disorders are
both considered externalizing disorders (Eaton et al., 2012) and there was a significant
correlation between alcohol and drug disorders (r(1194) =.212, p < .001), a latent factor
combining the two was not supported by results in MPlus (i.e., the two disorders did not
significantly load onto a latent variable). In both scenarios (i.e., the path analysis and the
structural equation model), the moderation model was not a good fit as specified by fit statistics
that were greater than or less than the recommended cut-offs (Hu & Bentler, 1998; MacCallum,
Browne, & Sugawara 1996; Schermelleh-Engel, Moosbrugger, & Muller, 2003). Specifically,
the overall model’s chi-square was significant, the critical ratio was much greater than the
recommended cut-off of 3, RMSEA was greater than .08, and/or CFI was less than .90.
Even though current psychiatric symptoms were the primary focus of this research, this
hypothesis was also examined in terms of lifetime symptoms and diagnoses. The results
indicated the same basic pattern, that the interaction between official records and self-report was
not significant, but self-reporting was significantly and consistently related to increased rates of
diagnosis of lifetime depression, anxiety, PTSD, alcohol disorders, and drug disorders. When
these disorders were viewed as continuous lifetime symptom counts rather than categorical
lifetime diagnoses, the results again showed that the interaction between official records and selfreport was not significant and self-reporting was significantly associated with increased numbers
of psychiatric symptoms.
Hypothesis 2: Consistency in Self-Reporting and Symptom Endorsement Over Time
The second hypothesis was that there would be consistency in child maltreatment reports
and psychiatric symptoms over time. First, it was expected that individuals who self-reported
childhood maltreatment at one point in time would be more likely to self-report childhood
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maltreatment at a second time and that this relationship would be the same for the different types
of childhood abuse. In order to examine this hypothesis, the proposed model (see Figure 2) was
analyzed with MPlus for CSA and physical abuse, but the fit was poor in both cases. Instead,
individual paths were examined through a series of logistic regressions for categorical outcomes
(i.e., diagnoses) and multiple regressions using a Poisson distribution for symptom counts.
Results from a series of logistic regressions indicated that those who self-reported at Interview 1
were also significantly more likely to self-report at Interview 2. This relationship was significant
for both CSA (p < .001; see Tables 9-13; Figures 4-8) and physical abuse (AOR = 6.88, 95% CI
= 4.63-10.22, p < .001) and for both males and females. In terms of effect size, the adjusted odds
ratio for CSA indicates that those who self-reported CSA at Interview 1 were far more likely to
self-report CSA at Interview 2 (AOR = 23.17) compared to self-reporting physical abuse at both
Interviews (AOR = 6.88). However, despite the fact that self-reporting at Interview 1 was a
strong predictor of self-reporting at Interview 2, there was also a lot of inconsistency in selfreporting over time as well. Only 54.6% of individuals who self-reported CSA at Interview 1
also reported CSA at Interview 2, with more variability among males (39.3% of those who selfreported at Interview 1 also self-reported at Interview 2) compared to females (61.3% of those
who self-reported at Interview 1 also self-reported at Interview 2). Of note, the relationship
between self-reporting CSA at Interview 1 and self-reporting CSA at Interview 2 was not
moderated by psychiatric diagnosis at Interview 1 (depression: p = .198; anxiety: p = .926;
PTSD: p = .995; alcohol: p = .517; drug: p = .634).
The second part of this stability hypothesis predicted that individuals who reported
psychiatric symptoms at one point in time would be more likely to endorse psychiatric symptoms
at a later point in time (see Figure 2). Results from logistic regressions indicated that this
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hypothesis was supported, i.e., reporting symptoms at Interview 1 was a significant risk factor
for reporting symptoms at Interview 2 for depression (p < .001; see Table 9; see Figure 4),
anxiety (p < .001; see Table 10; see Figure 5), PTSD (p < .001; see Table 11; see Figure 6),
alcohol (p < .001; see Table 12; see Figure 7), and drug (p < .001; see Table 13; see Figure 8)
disorders. Similarly, reporting symptoms at Interview 2 was a significant risk factor for
reporting symptoms at Interview 3, again for depression (p < .001; see Table 9; see Figure 4),
anxiety (p < .001; see Table 10; see Figure 5), alcohol (p < .001; see Table 12; see Figure 7), and
drug (p < .001; see Table 13; see Figure 8) disorders, and for both males and females. When
psychiatric symptoms were treated as continuous symptom counts, the results from Poisson
regressions indicated an identical pattern of results.
Third, it was expected that the moderating effect of self-reporting CSA (see Hypothesis
1) would be consistent over time, such that individuals who self-reported at Interview 1 would be
more likely to experience lower levels of psychiatric symptoms at multiple points throughout
early and middle adulthood (see Figure 3 for full model). As reported above in the description of
the results for Hypothesis 1, the moderating effect was not supported. However, self-reporting
was associated with an increase in psychiatric symptoms rather than the hypothesized decrease,
and this relationship remained consistent from Interview 1 to Interview 2 to Interview 3.
Specifically, self-reporting CSA at Interview 2 was significantly associated with increased rates
of moderate to severe depression (p < .001; see Table 9; see Figure 4) for both males and
females, anxiety (p < .001; see Table 10; see Figure 5) in particular for females, and PTSD (p <
.001; see Table 11; see Figure 6) for both males and females at Interview 2. Self-reporting CSA
at Interview 2 was also significantly related to increased problems related to alcohol (p < .001;
see Table 12; see Figure7) and drug use overall (p < .001; see Table 13; see Figure 8) and in
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females specifically at Interview 2. When examining psychiatric symptoms of depression,
anxiety, and PTSD as continuous count variables, self-reporting CSA at Interview 2 was also
significantly related to a greater number of symptoms for all three disorders for both males and
females at Interview 2. In addition, when analyses were re-run to control for official records of
CSA, results indicated that the pattern of results remained consistent for the overall sample,
except that self-reporting of CSA at Interview 2 was no longer significantly predictive of current
problems associated with drug use at Interview 2 (p = .103).
In addition to the concurrent relationship between self-reporting and symptoms within
interviews, self-reporting of child maltreatment at both Interviews 1 and 2 was predictive of
increased psychiatric symptoms at future interviews. For example, self-reporting of CSA at
Interview 1 significantly predicted increased rates of moderate to severe depression at interview
2 (p < .001; see Table 9; see Figure 4) particularly for females, PTSD (p < .001; see Table 11,
see Figure 6) for both males and females, problems associated with alcohol use for both males (p
= .001; see Table 12; see Figure 7) and females (p < .001), and problems associated with drug
use (p = .025; see Table 13; see Figure 8) for both males and females. This same pattern was
found for symptoms of depression, anxiety, and PTSD at Interview 2 as continuous counts. In
order to ensure that the effect was due to self-reporting, these analyses were re-run to control for
symptoms previously reported at Interview 1 and also official records of CSA. The results were
the same except that self-reporting at Interview 1 was no longer significantly related to current
problems with drug use at Interview 2 (Wald Chi-Square = 1.03, df = 1, p = .311) after
controlling for current diagnoses at Interview 1.
Lastly, the relationship between self-reporting of CSA at Interview 1 and current
symptoms at Interview 3 and between self-reporting of CSA at Interview 2 and current
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symptoms at Interview 3 (see Figure 3) was examined. These results revealed that self-reporting
CSA at Interview 1 was a significant predictor of increased risk for moderate to severe
depression (p < .001; see Table 9; see Figure 4), anxiety (p = .011; see Table 10; see Figure 5),
problems related to alcohol use for females (p = .010; see Table 12; see Figure 7) and problems
associated with drug use (p = .049; see Table 13; see Figure 8) at Interview 3, predominantly for
females. Interestingly, when analyses were re-run to control for official records of CSA, a
significant effect remained only for depression in males (AOR = 2.37, 95% CI = 1.28-4.41, p <
.001).
Similarly, self-reporting of CSA at Interview 2 was a significant predictor of moderate to
severe depression (p < .001; see Table 9; see Figure 4) particularly for females, anxiety (p =
.002; see Table 10; see Figure 5) particularly for females, increased problems related to alcohol
use (p < .001; see Table 12; see Figure 7) again particularly for females, and increased problems
related to drug use (p < .001; see Table 13; see Figure 8) for both males and females at Interview
3. When analyses were re-run to control for official records of CSA, self-reporting CSA at
Interview 2 remained a significant predictor of depression (AOR = 8.03, 95% CI = 2.07-31.15, p
= .003), problems associated with alcohol use (Wald Chi-Square = 10.45, df = 1, p = .001)
overall and in females (Wald Chi-Square = 9.70, df = 1, p .002), and problems associated with
drug use (Wald Chi-Square = 3.92, df = 1, p .048) in males. In addition, when analyses were rerun to control for previously reported current psychiatric symptoms at Interview 2, self-reporting
CSA at Interview 2 remained a significant predictor of current depression at Interview 3 overall
(AOR = 1.57, 95% CI = 1.04-2.35, p = .031) and in females specifically (AOR = 1.65, 95% CI =
1.02-2.66, p = .040), of current problems related to alcohol use at Interview 3 (Wald Chi-Square
= 5.95, df = 1, p = .015), and of current problems related to drug use at Interview 3 both overall
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(Wald Chi-Square = 25.77, df = 1, p < .001) and for males specifically (Wald Chi-Square =
25.70, df = 1, p < .001). Self-reporting CSA at Interview 2 was no longer significantly related to
current anxiety at Interview 3 and for females, all significant effects except for current
depression became non-significant.
Hypothesis 3: Effect of Psychiatric Symptoms on Self-Reporting
The third and final hypothesis was that higher rates of current or past psychiatric
symptoms would predict higher rates of current and future self-reporting of CSA. As indicated
in Tables 9 through 13 (see also Figures 4-8), self-reporting CSA at Interview 1 (concurrent) was
associated with increased risk for a diagnosis of depression (p < .001) in both males and females,
anxiety (p < .001) for males in particular, PTSD (p < .001) in both males and females, and
alcohol disorder in females only (p = .007) at Interview 1. Self-reporting CSA at Interview 1
was not associated with increased risk for a diagnosis of a current drug disorder at Interview 1 (p
= .089; see Table 13).
At Interview 2, self-reports of CSA were also related concurrently with reporting
moderate to severe depression (p < .001; see Table 9; see Figure 4), anxiety (p < .001; see Table
10; see Figure 5), PTSD (p < .001; see Table 11; see Figure 6), increased problems with alcohol
(p = .034; see Table 12; see Figure 7) and drug use (p = .022; see Table 13; see Figure 8). The
same pattern was found for symptoms of depression, anxiety, and PTSD as continuous counts at
Interview 2.
In terms of type of child abuse and/or neglect, self-reporting of physical abuse at
Interview 1 was associated with increased risk for a concurrent diagnosis of depression, anxiety,
PTSD, alcohol disorder, or drug disorder at Interview 1, whereas self-reporting of neglect was
associated with all of these disorders (depression, anxiety, PTSD, and drug disorder) currently at

MODERATING EFFECT OF DISCLOSURES OF CSA

38

Interview 2 except alcohol disorders. Self-reports of physical abuse at Interview 2 were also
concurrently associated with symptoms of depression, anxiety, and PTSD at Interview 2, but not
with problems associated with alcohol use.
The results also show that meeting diagnostic criteria for current depression (p < .001;
see Table 9; see Figure 4), PTSD (p < .001; see Table 11; see Figure 6), and anxiety to a lesser
extent (p = .027; see Table 10; see Figure 5) at Interview 1 significantly predicted self-reporting
CSA 15+ years later at Interview 2 (Figure 3, Path 15). Overall, these results suggest that the
relationship between psychiatric symptoms and self-reporting was reciprocal, i.e., that not only
was self-reporting related to higher levels of psychiatric symptoms, but psychiatric symptoms
predicted self-reporting. However, when analyses were re-run to control for previous selfreporting of CSA at Interview 1, the results indicated that only current depression at Interview 1
predicted self-reporting CSA at Interview 2 (AOR = 1.71, 95% CI = 1.02-2.88, p = .044).
Item-Level Analyses Across Various Measures of Psychiatric Symptoms
Because multiple assessment instruments were used to measure psychiatric symptoms
across the various interviews, the analyses were re-run including only those items from each
measure that overlapped with items on another measure as continuous counts (e.g., only items
measuring current depression from the DIS-III-R in Interview 1 that were equivalent to items
included on the CES-D in Interviews 2 and 3). This was done to determine whether effects
appeared to be measurement-specific. The results indicated that a few of the previously found
effects were, in fact, specific to particular assessment measures. In general, a few of the effects
previously found for diagnoses at Interview 1 (using the DIS-III-R) were no longer significant
after only including overlapping items (e.g., self-reporting CSA at Interview 1 was no longer
significantly predictive of depression symptoms at Interview 1). In other cases, effects that were
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previously non-significant became significant when looking at only overlapping items (e.g., selfreporting CSA at Interview 1 was significantly predictive of alcohol disorder symptoms at
Interview 1 whereas it had not been previously). Other differences were seen when males and
females were analyzed separately as well. The results previously found for symptoms at
Interviews 2 and 3 remained far more consistent when viewed at the item-level compared to
those from Interview 1.
In summary, analyses run with only the overlapping symptoms between the various
measures of psychiatric symptoms indicated that some of the previously reported results
appeared to be specific to certain instruments and conceptualizations of disorders, and in
particular, those related to depression and alcohol disorders as measured by the DIS-III-R.
However, the vast majority of results remained consistent, further supporting the significant
relationships previously reported.
Discussion
The current study sought to investigate the potential effect of self-reporting CSA on
several psychiatric disorders in early to middle adulthood. First, it is noteworthy that the rates of
self-reporting CSA over time appeared consistent as there were minimal changes between
Interviews 1 and 2, but upon closer inspection, meaningful differences became apparent.
Specifically, the results indicated that individuals who self-reported at Interview 1 were more
likely to self-report at Interview 2. This, in fact, was the same for self-reporting physical abuse
as well, although the magnitude of the effect was much greater for CSA compared to physical
abuse. However, only about half of the individuals who self-reported at Interview 1 also selfreported at Interview 2, and these rates were especially low for males compared to females.
Because rates of self-reporting were similar across interviews, this indicates that a large

MODERATING EFFECT OF DISCLOSURES OF CSA

40

percentage of individuals who did not self-report at Interview 1 did, in fact, self-report at
Interview 2 and vice versa (i.e., even though only 50% of the same people self-reported at both
interviews, the total proportion of subjects who self-reported remained consistent across
interviews). Since the abuse in question occurred prior to the age of 12, such variability over
time in self-reporting is not due to new abuse incidents occurring and changes in actual
prevalence of childhood abuse incidents. Instead, such variability likely represents changes in
the individual’s willingness to disclose or changes in the individual’s appraisal of either the
previous abuse incident(s) or his/her identity in general. Such an interpretation is consistent with
several different bodies of previous research that have discussed various reasons for either
inconsistencies in self-reporting over time or the incongruence that occurs when individuals with
official records of abuse histories do not self-report. For example, cognitive theories often
discuss the general fragility of the human memory, which can lead to the creation of false
memories that are then perpetuated over time (e.g., Clancy et al., 2002; Loftus, 2005; McNally,
2005; Schacter & Addis, 2007). There is also some evidence suggesting that emotionally
charged information may be particularly vulnerable to distortion (e.g., Strange & Takarangi
2012). Such research would explain how a certain incident may be later misinterpreted by an
individual as either abusive or benign and how this erroneous memory can be maintained,
resulting in either a disclosure of abuse where there is not an accompanying official record or a
lack of disclosure of abuse.
The idea that autobiographical recall can be naturally distorted has prompted many
researchers to posit that it may not be the actual incident of abuse or neglect, but instead the
appraisal of such an incident or series of incidents that is related to the development of negative
consequences (McNally et al., 2003; Raphael & Cloitre, 1994; Widom & Morris, 1997). Clancy
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et al. (2002)’s study of self-proclaimed alien abductees provides a particularly compelling
example. Reason and current knowledge suggest that the individuals in Clancy’s sample were
not, in fact, abducted; however, for those who did report being abducted, their belief in certain
constructed autobiographical memories was nonetheless associated with greater levels of
depression and PTSD symptoms (Clancy et al., 2002). This may be particularly important when
considering the long-term psychological consequences of CSA. These results suggest that
individuals without official records of childhood maltreatment may experience more severe
negative psychological consequences if they self-report compared to individuals with
documented cases of abuse who do not self-report. However, the direct influence of cognition
and memory processes has not been extensively investigated in the realm of CSA, and it is, to
date, unknown how these natural processes may contribute to a child victim’s coping ability
throughout his or her lifetime.
The results of this study do at least partially support the theory that the appraisal of the
incident or event may be driving a portion of the negative consequences. For example, the
current results found that self-reporting CSA was consistently associated with a greater number
of symptoms of depression, anxiety, PTSD, and problems related to alcohol and drug use. In
most cases, this relationship held after controlling for official record of abuse, meaning that even
when individuals did not have an official record but self-reported CSA, they were also more
likely to endorse psychiatric symptoms. The relationship between self-reporting and symptom
endorsement was strongest and most consistent for symptoms of depression and PTSD
specifically, which suggests that self-reporting of CSA may be especially likely to lead to these
types of symptoms.
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A theory that is related to one’s appraisal of events and also consistent with the findings
that self-reporting was related to increased rates of psychiatric symptoms is that of the Centrality
of Events (Berntsen & Rubin, 2006). The Centrality of Events theory posits that individuals may
differ in terms of how much they define themselves and their view of the world by their trauma,
with some individuals closely identifying as a trauma victim versus others who view the trauma
as just one aspect of their existence that does not necessarily define them or their general
experience with others. If a traumatic experience or event is considered central or somehow a
defining characteristic of an individual’s identity, that individual is then more likely to report
trauma sequelae including symptoms of PTSD (Berntsen & Rubin 2006). Given that symptoms
of PTSD were the most commonly reported psychiatric symptoms in this sample out of the five
different disorders examined and that PTSD had the strongest relationship with self-reporting
CSA, it is possible that many participants in this study viewed their childhood trauma as central
to their identity, which would then increase their risk of experiencing and reporting psychiatric
symptoms.
Another explanation that may partially account for why not everyone with official
records of CSA self-reported during the interviews is related to the age at which the abuse
occurred. Because the brain is still developing throughout childhood, depending on when abuse
occurs, different areas of the brain may be more or less developed, which can then impact
accuracy of memory. While there is some disagreement over the extent to which the memories
of young children can be forgotten or vividly remembered years later (McNally, 2005), evidence
from developmental neuroscience research does indicates that memory systems develop along
different trajectories, and often an individual’s cognitive ability can dictate how events are
encoded and remembered. A recent study examining the development of item versus source
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memory illustrates this concept particularly well. Sprondel, Kipp, and Mecklinger (2011)
investigated how item and source memory differ in children, adolescents, and young adults.
According to the authors, item and source memory are both aspects of episodic memory, but
item memory is a less sophisticated, more basic type of memory in which an individual is able to
differentiate between a novel event and a familiar event. Source memory, on the other hand, is a
richer type of episodic memory in which an individual is able to retrieve details of the context of
a particular event (Sprondel et al., 2011). There is some evidence to suggest that this more
sophisticated source memory is governed by the prefrontal cortex, which does not fully mature
until late adolescence or early adulthood (Raye, Johnson, Mitchell, Nolde, & D’Esposito, 2000),
whereas item memory development occurs earlier. Sprondel et al. (2011) found empirical
evidence for these differing timelines, with children aged 7 and 8 years old performing worse on
a task of source memory than adolescents aged 13 to 14 and young adults in their late 20s; the
adolescents and young adults, however, performed comparably on both source and item memory.
To date, this difference in item and source memory has not been investigated in
individuals with CSA histories, although these recent findings seem to have potentially important
implications for understanding these issues, depending on the age of the child when the abuse
occurred. If the abuse occurred during a period in which source memory was not fully
developed, details of the incident may not have been encoded into long-term memory. Research
on the concept of childhood amnesia supports this idea, namely that individuals in general do not
have autobiographical memories for any events that have occurred prior to approximately ages 2
or 3 (Usher & Neisser, 1993); therefore, if abuse occurs before this time, the child may not have
remembered it and may not report a history of maltreatment. In these cases, one would not
expect that more nuanced aspects of the abuse, such as where it occurred, who the perpetrator
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was, or the nature of the inappropriate contact would be stored in long-term memory. On the
other hand, if the abuse occurred during a time when the child was able to use source memory
and encode detailed aspects of the offense, one would expect these details to be more easily
accessible in long-term memory. Perhaps familiarity would also come into play here, so that
child victims who remained in contact with the abusers and grew up in the same home or
location in which the abuse occurred might have had daily cues or reminders that would have led
to more vivid or lasting memories compared to a child who was abused by a stranger. These
factors (i.e., age at time of abuse, perpetrator, frequency of abuse, etc.) were not examined in the
current study but may be important to include in future analyses.
Clinically, the fact that younger children may not encode a detailed memory of the abuse
may indicate that the lack of developed source memory at younger ages may actually be a
protective factor against lasting psychological consequences of CSA, assuming that more vivid
memories (and consequently, a greater chance of self-reporting) of the abuse are associated with
more negative psychological consequences. This hypothesis is certainly not meant to condone
sexual abuse of very young children, only to suggest that the resiliency found in many victims of
CSA (Finkelhor, 1990) may be at least in part due to the fact that nuanced memories of the abuse
are not salient or even available to these individuals as adults. As has been found in numerous
previous studies (Rind et al., 1998), the current study also found that many individuals who had
either an official record or a self-report of child maltreatment did not report experiencing a
significant number of psychiatric symptoms in adulthood. However, resiliency exists across all
age groups and is associated with many other factors. Future research may benefit from looking
at age at time of abuse as a factor in both disclosure and also long-term resiliency.
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Yet another theory that can speak to the inconsistency between official records and selfreports and also the inconsistency of self-reports over time is that of cognitive dissonance. The
theory states that if an individual has engaged in behavior that is contrary to his or her present
attitudes or beliefs, he or she will experience a state of dissonance that may be resolved by a
change in attitude (Festinger & Carlsmith, 1959; Schlachet, 1965). Research has shown that
such attitude change can occur without conscious awareness of the cognitive dissonance or the
attitude change itself (Albarracín, & Wyer, 2000; Lieberman, Ochsner, & Schacter, 2001). Such
attitude change can also occur without the creation of explicit memories of the change and can be
enduring (Freedman, 1965; Lieberman et al., 2001; Sénémeaud & Somat, 2009). Should an
individual’s attitude change, consciously or unconsciously, as a response to cognitive
dissonance, this can later affect the retrieval of memories since attitudes and expectations have
been shown to contribute to retrieval (McNally, 2005; Schacter & Addis, 2007). Regarding the
relationship of this phenomenon to memories of childhood abuse, it is possible that an
individual’s past sexual abuse is not congruent with a personal attitude he or she holds (“I am not
a victim”) or an attitude about the world in general (“People are good and would not hurt me”).
In this case, to resolve the dissonance, the attitude may change to a more negative outlook
involving self-blame or thinking of the world as more dangerous, confirming for the individual
that he or she somehow deserved to be maltreated. On the other hand, the recall of individuals
with negative personal attitudes (i.e., “I am a victim”) may also be colored by these attitudes,
thus resulting in an individual characterizing a benign past incident of sexual activity as coercive,
unwanted, or abusive, and thus altering the quality of the memory itself. Essentially, cognitive
dissonance could be sparked by a discrepancy between the memory of a childhood event and a
current attitude, and the memory of that event may then change to conform to the new attitude.
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Therefore, it seems that a change in attitude that occurs as a consequence of cognitive dissonance
could result in a secondary change in long-term memory.
Lastly, in terms of why an individual with an official record may not self-report, previous
research suggests that willingness to self-report may be related to the identity of the perpetrator
and the severity of the abuse. There is evidence that those who had a closer relationship with
their perpetrator are less likely to disclose, and abuse that includes physical aggression or threats
is associated with lower levels of disclosure as well (Paine & Hansen, 2002). This suggests that
samples that include more cases involving familial perpetrators will have lower rates of overall
disclosure, and if aspects of the abuse like aggression and threat are not included in the
operational definition, this could also skew disclosure rates. In addition, there are sex
differences in disclosure patterns (Gries, Goh, & Cavanaugh, 1997), such that girls may be more
likely to disclose compared to boys (Paine & Hansen, 2002; Ullman & Filipas, 2005). While
information regarding identity of the perpetrator and the severity of abuse was not included in
the current study, the fact that a significantly higher proportion of females self-reported overall
certainly supports the sex differences in disclosure patterns. Furthermore, research indicates that
possible reasons for not disclosing may include feeling that others would not believe that the
abuse had occurred, the fear of retribution, and feelings of self-blame, embarrassment, and
shame (Alaggia, 2004; De Francis, 1971). This may also at least partially account for why fewer
males self-reported than females and why there was more variability over time in self-reporting
among the males; the male subjects may have felt even more embarrassed or ashamed regarding
the abuse (Singer, 1989).
While several theories can at least partially explain why there was not a perfect
correlation between official records and self-reporting over time, the findings related to the
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actual research hypotheses were particularly interesting as well and, at times, unexpected.
Overall, the results did not support the first and primary hypothesis, which was that disclosing or
self-reporting abuse would moderate the relationship between CSA as defined by official records
and psychiatric symptoms in adulthood. Not only was the moderating relationship not found, but
the opposite was found, i.e., self-reporting was related to increased psychiatric symptoms. This
effect persisted over time such that self-reporting of CSA predicted increased psychiatric
symptoms at multiple points in time. This is curious in light of the predominant theory in
clinical trauma interventions, which seems to suggest that disclosure and continued processing of
the events is beneficial in reducing symptoms (Silverman et al., 2008). It is also contrary to
research indicating that disclosure in adulthood is related to fewer symptoms (e.g., Ullman,
2002).
While these results do seem to suggest that more research is needed in this area, it is
important to consider that the current study did not take into consideration whether these
individuals were in treatment at the time of the interview or at any time previously. Not only is
disclosure of the trauma event encouraged in trauma interventions, but this type of therapy also
commonly involves detailed exposure and processing of the trauma event or trauma-related
triggers (e.g., Cohen & Mannarino, 1996). It could be the case that the individuals who selfreported in this study were not currently receiving any kind of psychological treatment and
would therefore not have the opportunity to fully process what had happened to them, which
would account for increased, rather than decreased, psychiatric symptoms. In fact, research
conducted by Ullman and colleagues has found that it is the extent of disclosure that is related to
PTSD symptoms such that the more details of abuse one discusses, the fewer the symptoms
reported (Ullman & Filipas, 2005). In other words, it is not enough to simply admit that an
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incident occurred; instead, symptom relief comes only after more in-depth discussions about the
abuse experiences. Future studies of trauma interventions may benefit from dismantling aspects
of the treatment to determine what exactly is related to symptom improvement. While disclosure
is often encouraged in trauma therapy, it may be the case that disclosure is not necessary for
efficacious treatment or more likely, that disclosure without extensive processing of the trauma
event may actually be deleterious to an individual’s functioning.
Results also indicated that the relationship between self-reporting and psychiatric
symptoms was reciprocal, i.e., not only was self-reporting related to increased rates of
psychiatric symptoms, but psychiatric symptoms were also related to higher likelihood of selfreporting. This was evident from the fact that symptoms of depression, anxiety, and PTSD were
significantly associated with self-reporting CSA both concurrently (i.e., symptoms at Interview 1
were significantly related to self-reporting at Interview 1, and symptoms at Interview 2 were
significantly related to self-reporting at Interview 2) and predictively (i.e., symptoms at
Interview 1 predicted self-reporting at Interview 2). This is consistent with research that has
found that emotional state at the time of recall can influence the accuracy of a memory and that
individuals reporting psychiatric symptoms are more likely to report a history of trauma
(Aneshensel et al., 1987; Brewin et al., 1993; Briere & Conte, 1993; Payne et al., 2002;
Schraedley et al., 2002; Sharman, 2011; White et al., 2007). This is not to suggest that selfreports or disclosures from individuals who are experiencing psychiatric symptoms should
always be viewed with skepticism or questioned; it simply is a factor that should be considered
when weighing the pros and cons of using self-reports to operationalize trauma histories. Studies
that use self-reports may consider controlling for the presence of psychiatric symptoms if not
studying the symptoms directly. Studies that investigate the mechanisms by which psychiatric
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symptoms influence an individual’s willingness or desire to self-report would contribute greatly
to the literature.
In terms of the stability of psychiatric symptoms over time, the present results also
supported the hypothesis that those who reported psychiatric symptoms at one time would be
more likely to report psychiatric symptoms at a later time. This is consistent with a large body of
research that has examined the longitudinal course of psychiatric disorders. In particular, studies
of prevalence and life course consistently find that psychiatric disorders are chronic in the
majority of cases, meaning that individuals who experience one episode are more likely to
experience a relapse in the future (Kessler et al., 2005; McLellan, Lewis, O’Brien, & Kleber,
2000; Weisberg, 2009). The current study further supports this chronicity, showing that
experiencing psychiatric symptoms at one point in life is a strong predictor of experiencing
similar psychiatric symptoms at a later point. One potential weakness in the current study is the
fact that comorbidity among various disorders was not examined. Future studies might consider
studying the overlap among disorders in order to better understand the course of these psychiatric
disorders and also if self-reporting is related to any specific combination of disorders or
symptoms.
These new findings also revealed that the effect of self-reporting CSA was not the same
across the different psychiatric symptoms considered here. In particular, the effect of selfreporting CSA appeared strong and consistent for symptoms of depression and PTSD. Selfreports of CSA increased symptoms of these two disorders, suggesting that perhaps individuals
who acknowledge experiencing this type of childhood maltreatment (or consider themselves
victims of CSA in the absence of official records) are at heightened risk for these two disorders.
Again, symptom overlap among the various disorders was not examined, so it might be the case

MODERATING EFFECT OF DISCLOSURES OF CSA

50

that certain symptoms common to both disorders are driving this relationship. An interesting
distinction between the models for depression and PTSD, however, is the fact that official
records of CSA have a significant relationship with increased PTSD at Interview 1, but this is not
the case for depression. Instead, official records of CSA appear to have a kind of sleeper effect
on symptoms of depression such that they predict increased rates of depression in middle
adulthood (Interviews 2 and 3) but not depression in early adulthood (i.e., Interview 1).
A similar pattern was seen for official records and the other disorders, namely that
official records of CSA were related to significantly higher rates of anxiety, alcohol disorders,
and drug disorders in middle adulthood but not early adulthood. Part of this may be the fact that
follow-up analyses revealed that some of the results were measure-dependent, i.e., the lack of
significance at Interview 1 may be an artifact of the use of the DIS-III-R at Interview 1 versus
the various other measures used at Interviews 2 and 3, instead of a lack of a true relationship. In
these cases, it is possible that the self-report questionnaires used at Interviews 2 and 3 may not
have reflected the same level of diagnostic severity as the DIS-III-R. For example, a structured
diagnostic interview such as the DIS-III-R would take into account symptom duration and the
degree to which functioning is impaired by the symptoms, both of which are needed to make a
DSM diagnosis. Self-report measures such as the BAI often do not ask about duration or
impairment and simply tally the number of symptoms present. On the other hand, this sleeper
effect pattern may also exist regardless of the measure used and may indicate that individuals
with official records of abuse may experience increases in these particular psychiatric symptoms
later in life compared to those who self-report abuse. This has implications for interventions as
well as methodological decisions in research studies. In terms of interventions, individuals with
official records may not seek mental health services or experience a decline in functioning due to
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symptoms of depression, anxiety, alcohol disorders, or drug disorder symptoms until much later
in life. For research studies that operationalize histories of CSA through official records,
prevalence rates of psychiatric disorders estimated only in early adulthood will likely
significantly underrepresent the true prevalence of psychiatric sequelae.
Similarly, these findings also revealed that self-reporting CSA did not have a significant
effect on alcohol and drug disorders in early adulthood, whereas in middle adulthood, selfreporting CSA was a significant predictor of problems associated with both alcohol and drug use.
The results of additional analyses using only the items that overlap between the two substancerelated measures (i.e., DIS-III-R at Interview 1 and RAPI at Interviews 2 and 3) suggested that
the lack of significance found between self-reporting and alcohol disorders at Interview 1 was
perhaps at least partially due to the measures used; when analyses were performed with only the
items from the DIS-III-R that matched items on the RAPI, self-reporting CSA at Interview 1
predicted alcohol disorder symptoms at Interview 1. However, self-reporting of CSA remained
unrelated to drug disorder symptoms in early adulthood. This may suggest that drug disorders in
early adulthood are due to factors other than CSA (i.e., current life stressors, genetic load, etc.)
but as an individual ages, the cumulative effects of being a victim of CSA may exert a more
significant effect on the tendency to develop problematic substance use behaviors. This
possibility is further supported by the fact that official records of CSA also did not have a
significant effect on drug disorders in early adulthood, but by middle adulthood, official records
did have a significant effect.
Overall, self-reporting CSA appeared to have a more consistent effect on psychiatric
symptoms over time compared to official records of CSA. For PTSD, alcohol disorders, and
drug disorders in particular, the magnitude of the effect of self-reports was greater compared to
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that of official records. When comparing the results for males and females, it appeared that selfreporting CSA predicted multiple types of psychiatric symptoms over time for females, but that
for males, self-reporting CSA predicted fewer types of psychiatric symptoms. In particular, both
self-reports and official records of CSA have much less effect on symptoms of anxiety and
problems associated with alcohol and drug use for males compared to females. While the current
research was restricted to five specific disorders, these results suggest that females with histories
of CSA (both official and self-reported) are at greater risk of experiencing psychiatric symptoms
compared to males with similar CSA histories. Furthermore, for females, self-reporting had a
more consistent effect on symptoms compared to official records; in other words, while official
records were not significantly related to psychiatric symptoms at every interview, with few
exceptions, self-reporting was significantly related to increased symptoms in early and middle
adulthood.
Lastly, while one strength of this study was that the results for CSA could be compared to
those of childhood physical abuse and neglect, a detailed comparison was not the focus of the
analysis. However, comparisons did reveal that the effects of physical abuse and neglect were
similar in some cases but different in others. The findings for depression and PTSD were
virtually identical for all three types of maltreatment (taking into consideration, however, that
self-reporting of neglect was not assessed at Interview 2). Results for anxiety looked fairly
similar; while effects of self-reporting CSA, physical abuse, or neglect were consistent over all
three interviews, minor differences were found in the effects of official records (e.g., official
records of physical abuse were not associated with anxiety at any time, but official records of
CSA were significantly associated with increased anxiety in middle adulthood, and self-reports
of neglect were associated with increased anxiety in early adulthood). Most of the major
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differences were found when comparing alcohol and drug disorder symptoms. In these cases, the
effects of the different types of childhood maltreatment appeared to vary considerably. For
example, self-reporting neglect did not have a significant effect on alcohol disorder symptoms,
whereas self-reporting physical abuse had a consistent effect on alcohol disorder symptoms
across all three interviews. Self-reporting CSA only had an effect on alcohol disorder symptoms
in middle adulthood (but not early adulthood). For drug disorder symptoms, self-reporting CSA
had a larger effect on symptoms in middle adulthood whereas self-reporting physical abuse and
neglect had a consistent effect on drug disorder symptoms in both early and middle adulthood.
Overall, the comparisons are complicated and many differences exist across types of
maltreatment and psychiatric disorders. These complications and differences clearly indicate
that while the effect of self-reporting different types of childhood maltreatment may have similar
effects on depression and PTSD, risk for other types of psychiatric disorders may differ
considerably depending on what kind of childhood maltreatment was experienced or being
reported. Again, while the focus of the current study was not on detailed comparisons of
different types of maltreatment, the fact that so many differences were found between types of
maltreatment and between males and females suggests that a future direction for this work may
be a more nuanced series of studies in which these differences are carefully teased apart.
There has been recent interest in the phenomenon of polyvictimization, i.e., the
experience of more than one type of maltreatment in childhood, and the proposal that studies of
the cumulative effects of multiple types of maltreatment may be more illuminating than studies
of individual types of childhood maltreatment (e.g., Finkelhor, Ormrod, Turner, & Hamby, 2005;
Turner, Finkelhor, & Ormrod, 2010). However, the fact that substantial differences were found
in the current study when comparing the effects of CSA, physical abuse, and neglect on
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psychiatric symptoms throughout early and middle adulthood suggests that it is important to
consider the effects of individual types of maltreatment in addition to possible cumulative effects
of multiple types of maltreatment. A better understanding of the nature of these differences and
how different types of abuse may affect males versus females will likely help inform clinicians
of better, more effective interventions that can be tailored to a particular individual based on
his/her unique circumstances.
Future Directions for Research
While the primary analyses were restricted to operationalizations of psychiatric
symptoms that would presumably result in the most clinically relevant results (i.e., dichotomous
definitions of depression, anxiety, and PTSD, and continuous symptom counts for problems
related to alcohol and drug use), it remains unclear how severe these symptoms were and how
much the symptoms were affecting an individual’s functioning. In order to further improve on
the clinical utility of these results, future work should consider focusing on studying the number
of psychiatric hospitalizations, mental health treatment, suicide attempts, difficulties with
maintaining steady employment, and educational level as possible outcomes. By focusing on
observed impairment in functioning in multiple areas of life, it will improve our understanding of
precisely how much these symptoms, when coupled with either an official history or a selfreported history of CSA, can affect functioning throughout the lifetime.
Furthermore, future research may benefit from examining self-reporting, especially the
variability in self-reporting over time, from a more comprehensive life course perspective. Such
a perspective would take into account additional experiences that an individual may encounter
throughout adulthood (i.e., between Interviews) that may influence his or her willingness or
desire to self-report childhood maltreatment. For example, the scientific literature has found that
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individuals who experience one incident of trauma are at increased risk of being victimized again
in the future (Classen, Palesh, &Aggarwal, 2005; Finkelhor, Ormrod, & Turner, 2007). It is
possible that an individual may be more or less likely to self-report a childhood trauma if they
have experienced additional trauma throughout their lifetime. Not only may extent of trauma
affect the rate of self-reporting but it may also influence the extent of psychiatric symptoms
experienced throughout adulthood (e.g., with more trauma presumably associated with greater
number and severity of symptoms). One specific step that could be done to investigate this
possibility with the current data is to control for the number of traumas experienced and see if
such experiences can better explain or at least contribute to a more nuanced understanding of the
relationship between the experience of childhood maltreatment, self-reporting, and psychiatric
symptoms. As mentioned above, engagement in mental health treatment would also be a
particularly relevant factor to examine given that those who have received some type of
treatment may be more or less willing to disclose and also more or less likely to report
psychiatric symptoms as well. Another relevant factor to consider from a life course perspective
may be level of perceived social support.
Limitations
Although the current study has numerous strengths, several limitations to generalizability
need to be mentioned. Because the official court substantiated cases studied here are skewed
toward the lower end of the socioeconomic spectrum, these findings cannot be generalized to
childhood maltreatment that occurs in middle- or upper-class children and their families.
Additionally, in many analyses, either race and/or age was a significant covariate. For the
purposes of this study, the non-White minority group contained both Black and Hispanic
individuals, and therefore more nuanced differences in psychiatric outcomes on the basis of
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racial identification were not examined. These covariates were not variables of interest in the
present study, but their significance across several analyses seems to beg further investigation. It
should also be noted that low power may have negatively affected several of the analyses,
particularly those involving the sexually abused males given that far fewer males had records of
CSA compared to females.
As mentioned several times, a choice was made to focus on the dichotomous
operationalization of current psychiatric symptoms for depression, anxiety, and PTSD at all three
interviews. While this choice was made in order to improve the clinical utility of the findings by
making them more relevant to individuals who would be seen with diagnosable disorders in the
context of treatment, it may also be the case that some degree of variance was lost when using
dichotomous variables over continuous symptom counts. When the analyses were re-run for the
continuous symptom counts, the results did not seem to differ greatly; however, virtually all of
the continuous symptom counts were significantly skewed and were unable to be corrected by
traditional transformations. Even though Poisson distributions were used in order to at least
partially combat this degree of skewness, these results were interpreted with caution. Future
replications of this work should consider focusing more on continuous symptom counts as it
could be argued that the cut-off scores for dichotomous variables are somewhat arbitrary, and if a
sample has broad variability in terms of the range of number of symptoms endorsed, these results
could shed light on the potential differential effects of disclosure at varying degrees of symptom
severity (i.e., minimal, mild, moderate, severe).
More generally, this study operationalized disclosure of childhood maltreatment as selfreporting in the context of research interviews. While this does represent one particular example
of disclosure, it is unclear whether an individual who discloses childhood abuse in this context is
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also likely to disclose the maltreatment in other contexts or has previously disclosed in other
contexts. Research supports the idea that individuals may be less likely to disclose in research
contexts presumably because these circumstances tend to be impersonal and the individual has
not established any kind of trusting relationship. In such settings, an individual may not feel
encouraged to disclose such personal information (Alaggia, 2004). In light of these findings, it is
likely the case that individuals who do disclose in the context of research studies would be more
likely to disclose in other, more personal contexts as well. Therefore, the effects of disclosure
found in the current study may be an over-representation of the true effect of disclosure (i.e., the
effects seen here may be stronger than those seen with individuals who have disclosed to friends,
family, or therapists, but would not disclose to strangers in the course of a research study). In
any case, because self-reporting was used here as a proxy for disclosure, this research should be
replicated to capture other forms of disclosure to see if the findings generalize or if disclosing in
different settings yields differential results.
Finally, the fact that different measures were used to measure the same psychiatric
constructs at different points in time somewhat complicated the interpretation of the results.
While follow-up analyses examined the effects using only the overlapping items among
measures, this still leaves open the possibility that a different pattern of results would be found if
other measures were used.
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Table 1
Attrition Information and Characteristics of the Sample
_____________________________________________________________________________
Records
Interview 1 Interview 2 Interview 3
______________________________________________________________________________
Dates
1967-1971
1989-1995
2000-2002
2003-2005
Eligible

1575

1575

1196

896

Incapable

8

4

6

Deceased Since Last Interview

43

37

10

Refusals

60

180

156

Interviews

1196

896

808

CHARACTERISTICS
Sex (% male)

49.3

51.3

49.0

47.3

White (%)

66.2

62.9

62.2

60.4

Black (%)

32.6

34.9

35.2

37.0

Other (%)

1.2

2.2

2.6

2.6

Hispanic (%)

0.3

3.8

4.0

4.0

Non-Hispanic)

66.2

63.8

63.4

61.8

Abuse/Neglect (%)

57.7

56.5

55.8

56.8

Physical Abuse (%)

10.2

9.2

8.8

9.7

Neglect (%)

44.3

45.4

45.3

45.9

Sexual Abuse (%)

9.7

8.0

7.6

7.5

29.2 (3.8)

39.5 (3.5)

41.2 (3.5)

Ethnicity (% White,

Mean Age at Interview (SD)

______________________________________________________________________________
Note. SD = Standard deviation.
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Table 2
Measures Used at Each Interview
______________________________________________________________________________
Interview 1
Interview 2
Interview 3
1989-1995
2000-2002
2003-2005
______________________________________________________________________________
Constructs
______________________________________________________________________________
Self-Reported Maltreatment
Sexual Abuse

Four Questions

LTVH

N/A

Physical Abuse

CTS, SRCAP

LTVH

N/A

Neglect

Three Questions

N/A

N/A

DIS-III-R

N/A

N/A

Current PTSD

DIS-III-R

CIDI

N/A

Current Depression

DIS-III-R

CES-D

CES-D

Current Anxiety

DIS-III-R

BAI

BAI

DIS-III-R

Quantity/Frequency Quantity/Frequency

Lifetime Symptoms
(MDD, GAD, PTSD)

Current Alcohol- and DrugRelated Disorders

Questions; RAPI

Questions; RAPI

______________________________________________________________________________
Note. N/A = Measure is not available for that particular Interview. LTVH = Lifetime Trauma
and Victimization Questionnaire. CTS = Conflict Tactics Scale. SRCAP = Self-Report of
Childhood Abuse Physical. MDD = Major Depressive Disorder. GAD = Generalized Anxiety
Disorder. PTSD = Posttraumatic Stress Disorder. DIS-III-R = Diagnostic Interview Schedule-IIIR. CIDI = Composite International Diagnostic Interview version 2.1. CES-D = The Center for
Epidemiological Studies Depression Scale. BAI = Beck Anxiety Inventory. RAPI = Rutgers
Alcohol Problem Index.
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Table 3
Percentage of Individuals with Self-Reports of Childhood Abuse/Neglect for Interviews 1 and 2

Overall
(n=1196)
%

Interview 1
1989-1995
Males
Females
(n=614)
(n=582)
%
%

Interview 2
2000-2002
Overall
Males
Females
(n=892)
(n=435)
(n=457)
%
%
%

Sexual Abuse
No Self-Report

73.7

83.6

63.2

75.1

86.2

64.6

Self-Report

24.5

14.5

35.1***

24.9

13.8

35.4***

Effect Size

.241

.250

Physical Abuse
No Self-Report

48.5

47.9

49.1

56.2

55.9

56.5

Self-Report

50.9

51.0

50.9

18.4

15.0

22.0*

Effect Size

.007

.080

Neglect
No Self-Report

65.9

66.1

65.6

Self-Report

32.1

31.6

32.6

Effect Size

.009

______________________________________________________________________________
Note. Analyses presented are Chi-Square results comparing self-reporting between males and
females. Effect sizes presented are Phi statistics. * p < .05, ** p < .01, *** p < .001.

Percentage of Individuals with Current Depression at Interviews 1, 2, and 3 by Childhood Sexual Abuse (CSA) History and Sex
Interview 1
1989-1995
Total
Males Females
%
%
%

Interview 2
2000-2002
Total
Males Females
%
%
%

Interview 3
2003-2005
Total
Males Females
%
%
%

SEXUAL ABUSE
Comparison 1:
Control
CSA Record
Effect Size (Phi)

10.6
11.5
.010

7.6
0.0
.074

13.9
14.5
.007

24.3
47.8***
.185

22.3
27.3
.026

26.4
51.8***
.227

19.8
44.3***
.209

14.5
45.5*
.197

24.9
44.0**
.180

Comparison 2:
No CSA Self-Report

9.8

7.6

12.8

27.8

24.8

31.5

--

--

--

23.9***
.180

15.7*
.102

27.5***
.183

49.5***
.201

46.7** 50.6***
.168
.190

--

--

--

9.7

8.4

11.7

20.6

19.8

--

--

--

Control w/ CSA Self-Report
CSA Record w/o CSA Self-Report

16.5
2.4

0.0
0.0

21.7
3.8

47.3***
43.3***

70.0** 42.2
14.3
52.2***

---

---

---

CSA Record w/ CSA Self-Report
Effect Size (Cramer’s V)

19.2*
.128

0.0
.110

20.8
.156

51.4***
.268

50.0
.272

--

--

--

CSA Self-Report
Effect Size (Phi)
Comparison 3:
Control w/o CSA Self-Report

21.6

51.5***
.280
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Note. Current Depression measured by Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and by The Center for
Epidemiological Studies Depression Scale (CES-D) at Interviews 2 and 3. CSA = Childhood Sexual Abuse. w/o = without. w/ =
with. Analyses presented are Chi-Square results per column for the three different comparisons. The asterisk represents the cell in
which adjusted standardized residuals indicated there was a significant difference in the observed value compared to the expected
value. Effect sizes presented are Phi for comparisons 1 and 2, and Cramer’s V for Comparison 3. * p < .05, ** p < .01, *** p < .001.
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Percentage of Individuals with Current Anxiety at Interviews 1, 2, and 3 by Childhood Sexual Abuse (CSA) History and Sex
Interview 1
1989-1995
Total
Males Females
%
%
%
SEXUAL ABUSE
Comparison 1:
Control
CSA Record

Interview 2
2000-2002
Total Males Females
%
%
%

Interview 3
2003-2005
Total Males Females
%
%
%

2.9
4.2

2.2
5.0

3.7
3.9

10.1
16.4

7.4
9.1

13.0
17.9

6.6
5.2
16.4** 9.1

7.9
18.0*

Effect Size (Phi)

.027

.047

.006

.071

.014

.059

.130

.040

.142

Comparison 2:
No CSA Self-Report

3.4

2.9

4.1

8.8

7.7

10.2

--

--

--

9.2***

13.5*** 7.4

20.3*** 13.3

22.8***

--

--

--

.117

.181

.070

.154

.069

.171

3.0
2.5
4.8
3.8
.031

2.0
5.3
6.3
0.0
.082

4.4
1.7
3.8
4.2
.055

7.6
25.5***
10.0
21.6***
.207

7.3
10.0
0.0
25.0
.107

8.1
28.9**
13.0
21.2
.237

-----

-----

-----

CSA Self-Report
Effect Size (Phi)
Comparison 3:
Control w/o CSA Self-Report
Control w/ CSA Self-Report
CSA Record w/o CSA Self-Report
CSA Record w/ CSA Self-Report
Effect Size (Cramer’s V)
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Note. Current Anxiety measured by the Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and by the Beck Anxiety
Inventory (BAI) at Interviews 2 and 3. CSA = Childhood Sexual Abuse. w/o = without. w/ = with. Analyses presented are ChiSquare results per column for the three different comparisons. The asterisk represents the cell in which adjusted standardized residuals
indicated there was a significant difference in the observed value compared to the expected value. Effect sizes presented are Phi for
comparisons 1 and 2, and Cramer’s V for Comparison 3. * p < .05, ** p < .01, *** p < .001.
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Table 5

Percentage of Individuals with Current Posttraumatic Stress Disorder (PTSD) at Interviews 1 and 2 by Childhood Sexual Abuse
(CSA) History and Sex

Total
%
SEXUAL ABUSE
Comparison 1:
Control
CSA Record
Effect Size (Phi)
Comparison 2:
No CSA Self-Report
CSA Self-Report
Effect Size (Phi)
Comparison 3:
Control w/o CSA Self-Report
Control w/ CSA Self-Report
CSA Record w/o CSA Self-Report
CSA Record w/ CSA Self-Report
Effect Size (Cramer’s V)

Interview 1
1989-1995
Males
%

Females
%

Total
%

Interview 2
2000-2002
Males
%

Females
%

10.4
22.9**

9.1
5.0

11.9
27.6**

40.5
64.2***

35.6
63.6

45.6
64.3*

.138

.036

.185

.165

.128

.149

9.9
29.7***

8.8
21.3***

11.4
33.3***

42.5
79.7***

38.9
73.3***

47.1
82.1***

.241

.145

.266

.318

.237

.333

8.8
20.3***
11.9
32.7***
.219

8.4
21.1
6.3
0.0
.118

9.4
20.0
15.4
35.4***
.252

34.7
76.4***
53.3
73.0***
.322

33.9
70.0**
42.9
100**
.241

35.8
77.8***
56.5
69.7***
.346
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Table 6

Note. Current PTSD measured by the Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and by the Composite
International Diagnostic Interview version 2.1 (CIDI) at Interview 2. CSA = Childhood Sexual Abuse. w/o = without. w/ = with.
Analyses presented are Chi-Square results per column for the three different comparisons. The asterisk represents the cell in which
adjusted standardized residuals indicated there was a significant difference in the observed value compared to the expected value.
Effect sizes presented are Phi for comparisons 1 and 2, and Cramer’s V for Comparison 3. * p < .05, ** p < .01, *** p < .001.
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Childhood Sexual Abuse (CSA) History and Current Alcohol Disorder Diagnoses at Interview 1 and Problems Associated with
Alcohol Use at Interviews 2 and 3 by Sex
Interview 1
1989-1995
Total Males Females
%
%
%
SEXUAL ABUSE
Comparison 1:
Control

24.8

34.4

13.9

18.8

30.0

15.8

.052

.023

.023

24.7

32.6

13.9

25.3

32.6

22.1*

.005

<.001

.105

Control w/o CSA Self-Report

25.3

34.7

12.2

Control w/ CSA Self-Report

24.1

42.1

18.3

CSA Record w/o CSA Self-Report

16.7

18.8

15.4

CSA Record w/ CSA Self-Report

21.2

75.0

16.7

CSA Record
Effect Size
Comparison 2:
No CSA Self-Report
CSA Self-Report
Effect Size

Interview 2
2000-2002
Total
Males Females
Mean
Mean
Mean
(SD)
(SD)
(SD)

Interview 3
2003-2005
Total Males Females
Mean
Mean
Mean
(SD)
(SD)
(SD)

1.67
(3.38)
1.97***
(3.78)
.455

2.35
(3.97)
2.82
(3.92)
.191

0.96
(2.45)
1.79***
(3.76)
.649

1.15
(2.95)
1.57***
(3.41)
.530

1.52
(3.26)
2.64**
(4.92)
.666

0.80
(2.58)
1.34**
(3.00)
.460

1.91
(3.73)
2.17***
(3.80)
.319

2.48
(4.19)
2.56
(3.77)
.056

1.16
(2.85)
2.02***
(3.82)
.585

--

--

--

--

--

--

1.71
(3.44)
1.44
(3.03)
1.70*a
(3.65)
2.17***b
(3.91)

2.36
(4.02)
2.20
(3.19)
2.00
(2.45)
4.25
(5.91)

0.86
(2.26)
1.27*a
(3.00)
1.60***b
(4.03)
1.91***c
(3.64)

--

--

--

--

--

--

--

--

--

--

--

--
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Table 7

Comparison 3:
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Effect Size

.055

.133

.073

Interview 2
2000-2002
Total
Males Females

a

.415
b
.605

Interview 3
2003-2005
Total
Males Females

a

.369
.721
c
.761
b

Note. Current Alcohol Disorders measured by the Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and Problems
Associated with Alcohol Use measured by the Rutgers Alcohol Problem Index (RAPI) at Interviews 2 and 3. CSA = Childhood
Sexual Abuse. w/o = without. w/ = with. Chi-Square analyses results are presented for the first three columns and the location of the
asterisk represents the cell in which adjusted standardized residuals indicated there was a significant difference in the observed value
compared to the expected value. In the last six columns, Wald Chi-Squares from Poisson regressions tested the hypothesis of no
difference in mean number of problems associated with current alcohol use across the three comparisons for Interviews 2 and 3,
controlling for age, race, and sex. The asterisk represents the results of pairwise post-hoc comparisons. Effect sizes presented for
Interview 1 are Phi for comparisons 1 and 2, and Cramer’s V for Comparison 3. Effect Sizes presented for Interviews 2 and 3 are
Betas. * p < .05, ** p < .01, *** p < .001.
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Interview 1
1989-1995
Total Males Females
%
%
%
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Childhood Sexual Abuse (CSA) History and Current Drug Disorder Diagnoses at Interview 1 and Problems Associated with Drug Use
at Interviews 2 and 3 by Sex
Interview 1
1989-1995
Total Males Females
%
%
%
SEXUAL ABUSE
Comparison 1:
Control

7.7

9.4

5.7

8.3

10.0

7.9

.009

.005

.038

9.3

10.3

7.9

11.3

16.9

8.8

.028

.073

.016

Comparison 3:
Control w/o CSA Self-Report

7.9

9.2

6.1

Control w/ CSA Self-Report

7.6

15.8

5.0

CSA Record w/o CSA Self-Report

7.1

6.3

7.7

CSA Record w/ CSA Self-Report

9.6

25.0

8.3

CSA Record
Effect Size
Comparison 2:
No CSA Self-Report
CSA Self-Report
Effect Size

Interview 2
2000-2002
Total
Males Females
Mean
Mean
Mean
(SD)
(SD)
(SD)

Interview 3
2003-2005
Total
Males Females
Mean
Mean
Mean
(SD)
(SD)
(SD)

1.38
(3.40)
1.18
(2.23)
.007

0.44
(1.85)
1.32***
(3.61)
1.136

0.60
(2.29)
1.36***
(3.25)
1.023

0.78
(2.62)
1.82***
(4.49)
.923

0.43
(1.92)
1.26***
(2.96)
1.050

1.23
(3.29)
1.47***
(3.45)
.451

1.68
(3.81)
1.76
(3.35)
.087

0.65
(2.35)
1.36***
(3.49)
.872

--

--

--

--

--

--

0.93
(2.88)
0.85
(2.16)
1.40***a
(3.53)
1.22***b
(3.35)

1.33
(3.41)
2.30*a
(3.30)
1.57
(2.70)
0.50
(1.00)

0.42
(1.89)
0.53
(1.71)
1.35***a
(3.80)
1.30***b
(3.53)

--

--

--

--

--

--

--

--

--

--

--

--
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0.92
(2.79)
1.30***
(3.41)
.781
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Table 8

Effect Size

.020

.087

.044

Interview 2
2000-2002
Total
Males Females

a
b

.808
.866

a

.508

a
b

Interview 3
2003-2005
Total
Males Females

1.163
1.248

Note. Current Drug Disorders measured by the Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and Problems Associated
with Drug Use measured by the adapted Rutgers Alcohol Problem Index (RAPI) at Interviews 2 and 3. CSA = Childhood Sexual Abuse.
w/o = without. w/ = with. Chi-Square analyses results are presented for the first three columns and the location of the asterisk represents
the cell in which adjusted standardized residuals indicated there was a significant difference in the observed value compared to the
expected value. In the last six columns, Wald Chi-Squares from Poisson regressions tested the hypothesis of no difference in mean
number of problems associated with current alcohol use across the three comparisons for Interviews 2 and 3, controlling for age, race, and
sex. The asterisk represents the results of pairwise post-hoc comparisons. Effect sizes presented for Interview 1 are Phi for comparisons 1
and 2, and Cramer’s V for Comparison 3. Effect Sizes presented for Interviews 2 and 3 are Betas. * p < .05, ** p < .01, *** p < .001.
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Interview 1
1989-1995
Total Males Females
%
%
%
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Pathways for Childhood Sexual Abuse (CSA) and Current Depression for Overall Sample and By Sex
Path
1. CSA Official Record → CSA Self-Report Int. 1
2. CSA Self-Report Int. 1 → CSA Self-Report Int. 2
3. CSA Official Record → Depression Int. 1

OVERALL
AOR
95% CI
5.34*** 3.1-8-9.89

MALES
AOR
95% CI
4.32*
1.22-15.31

FEMALES
AOR
95% CI
5.96*** 3.31-10.74

23.17***

15.27-35.15

18.25***

9.36-35.57

26.62***

15.53-45.63

0.82

0.39-1.73

--

--

0.93

0.43-2.01

4. Depression Int. 1 → Depression Int. 2

2.57***

1.75-3.78

3.37***

1.72-6.61

2.13**

1.32-3.41

5. Depression Int. 1 → Depression Int. 3

8.21***

5.71-11.80

13.92***

7.48-25.92

6.09***

3.86-9.62

6. CSA Official Record → Depression Int. 2

2.93***

1.66-5.17

1.59

0.39-6.52

3.49***

1.84-6.61

7. CSA Official Record → Depression Int. 3

2.71**

1.47-4.98

4.62*

1.13-18.89

2.42*

1.24-4.73

8. CSA Self-Report Int. 1 → Depression Int. 1

2.50***

1.74-3.61

2.09*

1.06-4.12

2.57***

1.65-4.00

9. CSA Self-Report Int. 1 → Depression Int. 2

2.04***

1.47-2.83

1.61

0.91-2.87

2.21***

1.48-3.30

10. CSA Self-Report Int. 1 → Depression Int. 3

2.04***

1.44-2.89

2.37**

1.28-4.41

1.85**

1.21-2.83

11. Depression Int. 1 → CSA Self-Report Int. 1

2.48***

1.72-3.57

2.10*

1.06-4.14

2.57***

1.65-4.00

12. CSA Self-Report Int. 2 → Depression Int. 2

2.54***

1.82-3.53

2.77**

1.56-4.92

2.35***

1.57-3.52

13. Depression Int. 2 → CSA Self-Report Int. 2

2.50***

1.80-3.48

2.77**

1.56-4.92

2.35***

1.57-3.52

14. CSA Self-Report Int. 2 → Depression Int. 3

2.20***

1.53-3.15

2.30*

1.21-4.39

2.15**

1.39-3.33

15. Depression Int. 1 → CSA Self-Report Int. 2

2.66***

1.77-4.00

2.97**

1.38-6.43

2.51***

1.55-4.05
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Note. Pathway numbers correspond to Figure 3. CSA = Childhood Sexual Abuse. Int. = Interview. Depression = current depression
measured by Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and by The Center for Epidemiological Studies
Depression Scale (CES-D) at Interviews 2 and 3. AOR = adjusted odds ratios, with controls for age, sex, and race for overall sample,
and for age and race for males and females when analyzed separately. 95% CI = 95% Confidence Interval. * p < .05, ** p < .01, *** p
< .001.
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Table 9

Pathways for Childhood Sexual Abuse (CSA) and Current Anxiety for Overall Sample and By Sex
Path
1. CSA Official Record → CSA Self-Report Int. 1
2. CSA Self-Report Int. 1 → CSA Self-Report Int. 2

OVERALL
AOR

95% CI

5.34***

3.18-9.89

23.17***

15.27-35.15

3. CSA Official Record → Anxiety Int. 1

0.76

0.21-2.79

4. Anxiety Int. 1 → Anxiety Int. 2

4.67***

2.32-9.42

5. Anxiety Int. 1 → Anxiety Int. 3

12.62***

7.22-22.07

MALES
AOR

FEMALES

95% CI

AOR

95% CI

1.22-15.31

5.96***

3.31-10.74

18.25***

9.36-35.57

26.62***

15.53-45.63

--

--

4.32*

4.35*
26.83***

0.90

0.23-3.51

1.30-14.52

4.65**

1.93-11.22

9.32-77.22

9.39***

4.81-18.35

6. CSA Official Record → Anxiety Int. 2

1.55

0.72-3.32

1.89

0.91-3.96

1.48

0.66-3.34

7. CSA Official Record → Anxiety Int. 3

2.49*

1.07-5.80

2.12

0.23-19.57

2.55*

1.01-6.42

8. CSA Self-Report Int. 1 → Anxiety Int. 1

2.84***

1.74-3.61

2.09*

1.06-4.12

2.57***

1.65-4.00

9. CSA Self-Report Int. 1 → Anxiety Int. 2

1.54

0.98-2.43

1.00

0.37-2.72

1.69

0.99-2.88

10. CSA Self-Report Int. 1 → Anxiety Int. 3

1.95*

1.16-3.28

1.86

0.65-5.34

1.98*

1.09-3.62

11. Anxiety Int. 1 → CSA Self-Report Int. 1

2.81***

1.57-5.04

5.38***

2.33-12.46

1.65

0.78-3.49

12. CSA Self-Report Int. 2 → Anxiety Int. 2

2.37***

1.52-3.69

1.93

0.83-4.51

2.50**

1.46-4.26

13. Anxiety Int. 2 → CSA Self-Report Int. 2

2.34***

1.50-3.65

1.96

0.84-4.58

2.50**

1.46-4.26

14. CSA Self-Report Int. 2 → Anxiety Int. 3

2.30**

1.35-3.90

1.95

0.68-5.66

2.44**

1.31-4.53

15. Anxiety Int. 1 → CSA Self-Report Int. 2

2.16*

1.09-4.28

2.97

0.99-8.91

1.83

.79-4.28
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Note. Pathway numbers correspond to Figure 3. CSA = Childhood Sexual Abuse. Int.= Interview. Anxiety = current anxiety
measured by Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and by the Beck Anxiety Inventory (BAI) at Interviews 2
and 3. AOR = adjusted odds ratios, with controls for age, sex, and race for overall sample, and for age and race for males and females
when analyzed separately. 95% CI = 95% Confidence Interval. * p < .05, ** p < .01, *** p < .001.
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Table 10

Pathways for Childhood Sexual Abuse (CSA) and Current Posttraumatic Stress Disorder (PTSD) for Overall Sample and by Sex
Path

OVERALL
AOR

95% CI

5.34***

3.18-9.89

23.17***

15.27-35.15

3. CSA Official Record → PTSD Int. 1

2.39**

1.32-4.34

4. PTSD Int. 1 → PTSD Int. 2

5.00***

6. CSA Official Record → PTSD Int. 2

MALES
95% CI

AOR

95% CI

1.22-15.31

5.96***

3.31-10.74

9.36-35.57

26.62***

15.53-45.63

0.74

0.09-5.98

2.88**

1.49-5.57

3.13-7.99

4.06***

2.07-7.94

5.92***

3.04-11.53

2.28**

1.29-4.03

5.16*

1.25-21.32

2.05*

1.09-3.87

8. CSA Self-Report Int. 1 → PTSD Int. 1

3.46***

2.44-4.91

2.72**

1.49-4.99

3.82***

2.45-5.94

9. CSA Self-Report Int. 1 → PTSD Int. 2

3.41***

2.41-4.84

3.54***

1.96-6.36

3.22***

2.08-4.99

11. PTSD Int. 1 → CSA Self-Report Int. 1

3.45***

2.43-4.89

2.73**

1.40-4.99

3.82***

2.45-5.94

12. CSA Self-Report Int. 2 → PTSD Int. 2

4.66***

3.22-6.77

4.36***

2.35-8.06

4.67***

2.93-7.46

13. PTSD Int. 2 → CSA Self-Report Int. 2

4.59***

3.16-6.66

4.36***

2.36-8.06

4.68***

2.93-7.47

15. PTSD Int. 1 → CSA Self-Report Int. 2

2.64***

1.77-3.94

1.80

0.84-3.86

3.09***

1.90-5.03

1. CSA Official Record → CSA Self-Report Int. 1
2. CSA Self-Report Int. 1 → CSA Self-Report Int. 2

AOR

FEMALES

4.32*
18.25***
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Table 11

Note. Pathway numbers correspond to Figure 3. CSA = Childhood Sexual Abuse. Int. = Interview. PTSD = Current Posttraumatic
Stress Disorder measured by the Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and by the Composite International
Diagnostic Interview version 2.1 (CIDI) at Interview 2. AOR = adjusted odds ratios, with controls for age, sex, and race for overall
sample, and for age and race for males and females when analyzed separately. 95% CI = 95% Confidence Interval. * p < .05, ** p <
.01, *** p < .001.
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Pathways for Childhood Sexual Abuse (CSA) and Current Alcohol Symptoms for Overall Sample and by Sex
Path

OVERALL
AOR
95% CI
5.34***
3.18-9.89

1. CSA Official Record → CSA Self-Report Int. 1
2. CSA Self-Report Int. 1 → CSA Self-Report Int. 2

23.17***

15.27-35.15

MALES
AOR
95% CI
4.32*
1.22-15.31
18.25***

9.36-35.57

FEMALES
AOR
95% CI
5.96***
3.31-10.74
26.62***

15.53-45.63

3. CSA Official Record → Alcohol Int. 1

0.95

0.51-1.76

0.81

0.29-2.27

1.06

0.49-2.29

8. CSA Self-Report Int. 1 → Alcohol Int. 1

1.37

0.99-1.90

1.00

0.62-1.63

1.87**

1.19-2.96

11. Alcohol Int. 1 → CSA Self-Report Int. 1

3.45***

2.43-4.89

2.73**

1.40-4.99

3.82***

2.45-5.94

13. Alcohol Int. 2 → CSA Self-Report Int. 2

1.05*

1.00-1.09

1.01

0.94-1.08

1.09**

1.02-1.15

15. Alcohol Int. 1 → CSA Self-Report Int. 2

0.97

0.65-1.43

0.83

0.45-1.52

1.08

0.64-1.83

4. Alcohol Int. 1 → Alcohol Int. 2

Wald χ2 (df=1)
282.50***

Beta Wald χ2 (df=1) Beta
.846
126.88***
.705

Wald χ2 (df=1)
188.58***

Beta
1.130

5. Alcohol Int. 2 → Alcohol Int. 3

1182.82***

.176

589.85***

.173

594.24***

.179

6. CSA Official Record → Alcohol Int. 2

18.22***

.455

1.01

.191

23.29***

.649

7. CSA Official Record → Alcohol Int. 3

19.00***

.530

11.12**

.666

9.30**

.460

9. CSA Self-Report Int. 1 → Alcohol Int. 2

0.53

.044

11.56**

-.344

19.44***

.361

10. CSA Self-Report Int. 1 → Alcohol Int. 3

0.57

.056

3.35

-.230

6.65*

.249

12. CSA Self-Report Int. 2 → Alcohol Int. 2

30.95***

.319

0.41

.056

51.70***

.585

14. CSA Self-Report Int. 2 → Alcohol Int. 3

23.41***

.352

0.14

.045

36.40***

.582
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Note. Pathway numbers correspond to Figure 3. CSA=Childhood Sexual Abuse. Int.=Interview. Alcohol=Current Alcohol Disorders
measured by the DIS-III-R at Interview 1 and Rutgers Alcohol Problem Index (RAPI) at Interviews 2 and 3. AOR=adjusted odds
ratios, Wald χ2=Wald Chi-Square results from Poisson regressions, both with controls for age, sex, and race for overall sample, and
for age and race for males and females when analyzed separately. 95% CI=95% Confidence Interval. * p < .05, ** p < .01, *** p <
.001
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Table 12

Pathways for Childhood Sexual Abuse (CSA) and Current Drug Symptoms for Overall Sample and by Sex
Path

OVERALL
AOR
95% CI
5.34***
3.18-9.89

1. CSA Official Record → CSA Self-Report Int. 1
2. CSA Self-Report Int. 1 → CSA Self-Report Int. 2

23.17***

MALES
AOR
95% CI
4.32*
1.22-15.31

15.27-35.15

18.25***

9.36-35.57

FEMALES
AOR
95% CI
5.96***
3.31-10.74
26.62***

15.53-45.63

3. CSA Official Record → Drug Int. 1

1.21

0.50-2.92

1.14

0.24-5.37

1.18

0.40-3.43

8. CSA Self-Report Int. 1 → Drug Int. 1

1.47

0.94-2.31

1.77

0.95-3.31

1.25

0.67-2.36

11. Drug Int. 1 → CSA Self-Report Int. 1

1.48

0.94-2.31

1.77

0.95-3.31

1.25

0.67-2.36

13. Drug Int. 2 → CSA Self-Report Int. 2

1.06*

1.01-1.11

1.01

0.94-1.09

1.11**

1.03-1.19

15. Drug Int. 1 → CSA Self-Report Int. 2

1.29

0.75-2.20

1.65

0.75-3.64

1.08

0.53-2.22

Wald χ2 (df=1)

Beta

Wald χ2 (df=1)

Beta

Wald χ2 (df=1)

Beta

4. Drug Int. 1 → Drug Int. 2

328.89***

1.230

82.19***

.823

310.81***

1.851

5. Drug Int. 2 → Drug Int. 3

1149.78***

.199

450.72***

.171

709.12***

.229

6. CSA Official Record → Drug Int. 2

36.75***

.781

0.001

-.007

49.10***

1.136

7. CSA Official Record → Drug Int. 3

52.60***

1.023

14.22***

.923

36.22***

1.050

9. CSA Self-Report Int. 1 → Drug Int. 2

5.04*

.162

9.30**

-.383

39.82***

.638

10. CSA Self-Report Int. 1 → Drug Int. 3

3.86*

.175

0.06

-.035

9.09**

.357

12. CSA Self-Report Int. 2 → Drug Int. 2

42.49***

.451

0.66

.087

73.73***

.872

14. CSA Self-Report Int. 2 → Drug Int. 3

37.12***

.526

9.96**

.408

31.18***

.667
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Note. Pathway numbers correspond to Figure 3. CSA=Childhood Sexual Abuse. Int.=Interview. Drug=Current Drug Disorders
measured by the DIS-III-R at Interview 1 and Rutgers Alcohol Problem Index (RAPI) at Interviews 2 and 3. AOR=adjusted odds
ratios, Wald χ2=Wald Chi-Square results from Poisson regressions, both with controls for age, sex, and race for overall sample, and for
age and race for males and females when analyzed separately. 95% CI=95% Confidence Interval. * p < .05, ** p < .01, *** p < .001
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Table 13

Abuse occurred < 12 years old

1989-1995
Mean age: 29.2 years old

1989-1995
Mean age: 29.2 years old

Depression

Anxiety

CSA

Self-Report of
CSA

PTSD

MODERATING EFFECT OF DISCLOSURES OF CSA

1967-1971

Alcohol

Drugs

Figure 1. Self-reporting childhood sexual abuse will moderate the relationship between official records of childhood sexual abuse and
current psychiatric symptoms. CSA = Childhood Sexual Abuse. PTSD = Posttraumatic Stress Disorder.
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INTERVIEW 2
2000-2002

Self-Reports of
CSA

Self-Reports of
CSA

2

3

Depression

Depression

Depression

Anxiety

INTERVIEW 3
2003-2005

4

Anxiety

PTSD

PTSD

Alcohol

Alcohol

Drugs

Drugs

5

Anxiety

MODERATING EFFECT OF DISCLOSURES OF CSA

1

INTERVIEW 1
1989-1995

Alcohol

CSA
Drugs

Figure 2. Model examining temporal stability of self-reports and psychiatric symptoms. CSA = Childhood Sexual Abuse. Self-Reports
of CSA = Self-Reports of Childhood Sexual Abuse. PTSD = Posttraumatic Stress Disorder. Numbered pathways correspond to
regression results in Tables 9-13.
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Self-Reports of
CSA

INTERVIEW 2
2000-2002

2

INTERVIEW 3
2003-2005

Self-Reports of
CSA

14
15
8

12

11

13

10

9
1

3
CSA

Depression

Depression

Anxiety

Anxiety

PTSD

PTSD

Alcohol

Alcohol

4

Depression
Anxiety

Alcohol

5

Drugs

Drugs

6

MODERATING EFFECT OF DISCLOSURES OF CSA

INTERVIEW 1
1989-1995

Drugs

7

Figure 3. Full model exploring both cross-sectional and longitudinal effects of disclosing childhood sexual abuse. CSA = Child
Sexual Abuse. Self-Reports of CSA = Self-Reports of Childhood Sexual Abuse. PTSD = Posttraumatic Stress Disorder. Numbered
pathways correspond to regression results in Tables 9-13.
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INTERVIEW 2
2000-2002

INTERVIEW 3
2003-2005

23.17***
Self-Reports of
CSA

Self-Reports of
CSA
2.54***

2.20***
2.50***

2.48***
2.04***
5.34***

2.04***

2.50***
2.66***

2.57***
Depression

8.21***
Depression

MODERATING EFFECT OF DISCLOSURES OF CSA

INTERVIEW 1
1989-1995

Depression

CSA
2.93***

2.71**
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Figure 4. Full model looking at effects of childhood sexual abuse on current depression across Interviews 1, 2, and 3. CSA =
Childhood Sexual Abuse. Self-Reports of CSA = Self-Reports of Childhood Sexual Abuse. Current depression measured by
Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and by The Center for Epidemiological Studies Depression Scale
(CES-D) at Interviews 2 and 3. Results are adjusted odds ratios from logistic regression analyses controlling for age, race, and sex,
corresponding to values in Table 9. * = p < .05, ** = p < .01, *** p < .001.

INTERVIEW 2
2000-2002

INTERVIEW 3
2003-2005

23.17***
Self-Reports of
CSA

Self-Reports of
CSA
2.37***

2.30**
2.34***

2.81***
2.84***

1.95*
5.34***
2.16*

4.67***
Anxiety
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INTERVIEW 1
1989-1995

12.62***
Anxiety

Anxiety

CSA
2.49*

77

Figure 5. Full model looking at effects of childhood sexual abuse on current anxiety across Interviews 1, 2, and 3. Current anxiety
measured by the Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and by the Beck Anxiety Inventory (BAI) at
Interviews 2 and 3. CSA = Childhood Sexual Abuse. Self-Reports of CSA = Self-Reports of Childhood Sexual Abuse. Results are
adjusted odds ratios from logistic regression analyses controlling for age, race, and sex, corresponding to values in Table 10. * = p <
.05, ** = p < .01, *** p < .001.

INTERVIEW 2
2000-2002

INTERVIEW 3
2003-2005

23.17***
Self-Reports of
CSA

Self-Reports of
CSA
4.66***
4.59***

3.45***
3.46***

3.41***

5.34***
2.64***

2.39*
*
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INTERVIEW 1
1989-1995

5.00***
PTSD

PTSD

CSA
2.28**
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Figure 6. Full model looking at effects of childhood sexual abuse on current posttraumatic stress disorder across Interviews 1, 2, and
3. PTSD = Posttraumatic Stress Disorder. Current PTSD measured by the Diagnostic Interview Schedule-III-R (DIS-III-R) at
Interview 1 and by the Composite International Diagnostic Interview version 2.1 (CIDI) at Interview 2. CSA = Childhood Sexual
Abuse. Self-Reports of CSA = Self-Reports of Childhood Sexual Abuse. Results are adjusted odds ratios from logistic regression
analyses controlling for age, race, and sex, corresponding to values in Table 11. * = p < .05, ** = p < .01, *** p < .001.

Self-Reports of
CSA

INTERVIEW 2
2000-2002
AOR =
23.17***

INTERVIEW 3
2003-2005

Self-Reports of
CSA
χ2 = 23.41***

χ2 = 30.95***

AOR = 1.05*

AOR = 5.34***
χ2 = 1182.82***

χ2 = 282.50***
Alcohol

Alcohol

Alcohol
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INTERVIEW 1
1989-1995

CSA
χ2 = 18.22***

χ2 = 19.00***

Figure 7. Full model looking at effects of childhood sexual abuse on current alcohol symptoms across Interviews 1, 2, and 3. Current
alcohol disorders measured by the Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and problems associated with
alcohol use measured by the Rutgers Alcohol Problem Index (RAPI) at Interviews 2 and 3. CSA = Childhood Sexual Abuse. SelfReports of CSA = Self-Reports of Childhood Sexual Abuse. Results are either adjusted odds ratios from logistic regression analyses
(AOR) or Wald chi-squares (χ2) from Poisson regression analyses controlling for age, race, and sex, corresponding to values in Table
12. * = p < .05, ** = p < .01, *** p < .001.
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INTERVIEW 2
2000-2002

INTERVIEW 3
2003-2005

AOR =
23.17***
Self-Reports of
CSA

Self-Reports of
CSA
χ2 = 42.49***

χ2 = 37.12***
AOR = 1.06*

χ2 = 5.04*
χ2 = 3.86*

AOR = 5.34***

CSA

Drug

χ2 = 52.19***

Drug
χ2 = 36.75***

χ2 = 1149.78***

Drug

MODERATING EFFECT OF DISCLOSURES OF CSA

INTERVIEW 1
1989-1995

χ2 = 52.60***

Figure 8. Full model looking at effects of childhood sexual abuse on current drug symptoms across Interviews 1, 2, and 3. Current
drug disorders measured by the Diagnostic Interview Schedule-III-R (DIS-III-R) at Interview 1 and problems associated with drug use
measured by the adapted Rutgers Alcohol Problem Index (RAPI) at Interviews 2 and 3. CSA = Childhood Sexual Abuse. SelfReports of CSA = Self-Reports of Childhood Sexual Abuse. Results are either adjusted odds ratios (AOR) from logistic regression
analyses or Wald chi-squares (χ2) controlling for age, race, and sex, corresponding to values in Table 13. * = p < .05, ** = p < .01, ***
p < .001.
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